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CORTATE prevented surgical shock in a series of twelve debili¬ 
tated patients undergoing major surgical procedures, as reported by 
David Perla and his colleagues at Montefiore Hospital, New York 
City. CORTATE routinely pre- and post-operatively... in resec¬ 
tion of colon ... pneumonectomy... thoracoplasty. Result... “con¬ 
dition excellent... no signs of shock, felt well... excellent course^”, 
ji Even in bum shock the new synthetic hormone desoxycorticos- 
terone acetate caused a “remarkably prompt and complete” restora¬ 
tion of the blood chemistry, write Stewart and Wilson." In asthenia, 
there is a rapid, continuous gain in weight and strength. Of the 
greatest importance in the new treatment of shock, bums, trauma, 
debility, marasmus, prolonged convalescence, and toxicity in infec¬ 
tious diseases is synthetic desoxycorticosterone acetate—Schering’s 

CORTATE 

For additional information, please 
address the Medical Research Division ^ T]T ^ 
^Pcrla, D; Fretman, D G; Sandberg, M, to /l\ ^ 
and Greenberg, S S • Proc Soc Exper. BioL 
&Mcd 43-397 <Fcb ) 1940 
•Wilson, W. C.: and Stewart, C. P.: Edin¬ 
burgh M. J., 40,153, 1939. 

* Trade Mark Reg U. S Pat Oil Copyright, 1940, Schering Corp. 
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SMOOTH POSTOPERATIVE CONVALESCENCE 

HE acceptance of Prosligmin preparations by the Council on Pharmacy and Chemistry 
has stimulated widespread interest in the use of Prostigmin Methylsulfate 1:4000 as a 
routine measure for the prevention of postoperative distention. Thus, for many a surgical 
patient, the postoperative course has been free from distention and even minor gas-pains. 

Harger and \^'ilkey,"Management of 
Postoperative Distention and Ileus,” 

J.A.M..\., 1938, 110:1165-1168, come 
to the following conclusions from a 
study of 175 cases: "We have found in 
Prostigmin a very satisfactory method 
of controlling postoperative distention. 

Mo signs of drug intoxication were 
seen, nor were by-effects on the eye 
observed. There was no obvious evi¬ 
dence of hyperperistalsis and no com¬ 
plaints of excessive cramps." 

PROSTIGMIN METHYLSULFATE 1:40 0 0 


’PitosTicMi.N .Methylsulfate 1:4000 (Prostig- 
min Prophylactic) 1 cc, boxes of 12 and 100 
ampuls, blue label. For the prevention of post- 
tiperative distention. 

Prostic.uin Methylsulfate 1:2000 (Prostig- 
niin Regular) 1 cc, boxes of 12 and 50 ampuls, 
bull label. For the treatment of postoperative 
<listention and of myasthenia gravis. 

tProsticmin Bromide (Prostigmin Oral) Tab¬ 
lets. 15 mg., vials of 20. For oral treatment of 
myasthenia gravis. 

*Dimethylcarbamic ester of S-hydroxjrphenyl-trimethyl-ammoni^ 
tint methylsulfate. 

^Dimethylcarbamic ester of S-hydroxyphenyl-trimethyl-ammoni- 
B/rt bromide. 

HOFFMANN-LA ROCHE, Inc. • Nutley.N.J. 
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SURGERY IS MEDICINE 


W AR is diplomacy hy other means, 
according to Clausewitz, Ger¬ 
man military philosopher. 
Adapting- this thought to the medical 
sciences, someone might suggest that 
surgert’ is internal medicine by other 
means. He could illustrate his sugges¬ 
tion by the follon-ing facts; 

Internal medicine, among other mea¬ 
sures, employs drugs to accomplish cer¬ 
tain aims. In gastric hyperacidity as¬ 
sociated with peptic ulcer, atropine fre¬ 
quently is administered in an attempt to 
reduce the amount of lu'drochloric acid 
production. Similarly the reduction of 
liydrochloric acid production is the aim 
(it is a ''medical'' aim, and only the 
mode of procedure is different) tvhcn 
subtotal gastric resection i.s performed 
for the relief of peptic ulcer. Can it not 
be claimed that if the knife is, and can 
be, substituted for a drug—if surgery 
is resorted to instead of medical therapy 
—the purpose nevertheless remains iden¬ 
tical, and “medicine" is being prac¬ 
ticed, even though different means are 
employed? Or, if gastroenterostomy is 
performed for the purpose of permitting 
neutralization of the acid gastric con¬ 
tents by the regurgitation of alkaline in¬ 
testinal juice, is not this surgical opera¬ 
tion equivalent to the administration of 
alkalies, an obvious “medical" proced¬ 
ure? Similar examples of instances in 
which surgery is substituted for medical 
procedure can be cited, such as kidney 


purpose of improving the diuresis, or 
thyroidectomy for bringing about a bet¬ 
ter coronary circulation. In all these, 
surgery is “medicine" applied bj' other 
means. 

The foregoing e.\-amples form a part 
of the so-called borderline between medi¬ 
cine and surgery. There is yet another 
part of the area where medicine and sur¬ 
gery meet. This is where medicine 
comes to the aid of surgery in the pur¬ 
suit of a surgical aim rather than wliere 
surgery joins medicine in the pursuit of 
a medical aim. This applies to those 
dietetic and medicinal measures used 
pre- and post-operatively to produce 
favorable operative circtimstances and 
rapid and uncomplicated wound healing. 
The prevention of preoperative fear 
(particularly important in thyroid sur¬ 
gery) and of respirator)' and circulatory 
disturbances associated with surgical in¬ 
tervention belongs in ibis category. The 
importance of dietetics in the accelera¬ 
tion of wound healing is being increas¬ 
ingly understood and appreciated. 

From one point of view, almost all 
surgery borders on medicine. Traumatic 
surgery, which seems to be farthest re¬ 
moved from medicine, is, in a sense, the 
“purest” form of surgery. But even 
trauma may be based occasionalh' on 
di.sorders of the nervous and endocrine 
systems. The recognition of the pres¬ 
ence of these factors can be of the lUmost 
value to the traumatic .s.. 
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His enthusiasm for the ideals of the Interna¬ 
tional College of Surgeons has been noteworthy 
since the inception of the organization. He is a 
Fellow of the American Medical Association and 
(Please Ran to page io6) 



RECONSTRUCTION OF THE URETER 

DR. RUDOLF NISSEN 

ISTANBUL. TURKEY akd NEW YORK, NEW YORK 


I N 1932 I performed on a male patient 
an operation, to be described below, 
for replacement of a last segment of 
the left ureter by a disconnected loop of 
the small bowel. By reason of existing 
circumstances, it was impossible to 
check the postoperative progress of this 
case at regular intervals. His communi¬ 
cation, written about six and one-half 
years following the operation, states that 
he is in good health, and that while 
stones have formed on the side operated 
upon, these passed painlessly. 

Our suggestion that he submit to 
pyelography at the hands of a well 
trained urologist was not followed. Since 
the outbreak of the present war we have 
had no means of communicating with 
the patient. 

The original operation in this case 
consisted of performing a plastic pro¬ 
cedure on the ureter and resorting to a 
plastic substitution for a portion of the 
ureter which had been destroyed. 

There is a paucity of information in 
the literature as to how to deal with 
these cases, and therefore the operation 
to be described may prove of interest. 
The numerous indications for substitu¬ 
tion of a ureter will not be entered into 
here, but suffice it to say that in most 
instances operative intervention is called 
for in cases of secondar}'- operations 
where attempts at anastomosing the 
peh'is of the kidney and ureter, implan- 
tating the ureter into the bladder, or 
other procedures on the ureter have 
failed. 

It is, of course, of importance toascer- 
t;dn under such circumstances the condi¬ 
tion of both kidneys should there be any 
tendency to nephritis on both sides. Tf 
such be the case, it becomes evident at 
once that conservati\'e treatment of both 
kidneys is of utmost importance. 


CASE REPORT 

History of lUncss. Tiie patient upon whom 
the operation V'as performed suffered from 
bilateral ureteral calculi. Both ureters showed 
iiydronephrosis of moderate degree. A stone 
blocked the left ureter and a stone was impacted 
at the junction of the lower and middle thirds. 
A number of attempts at ureteral catheteriza¬ 
tion were unsuccessful. Following the last 
catheterization a large paraureteral abscess 
developed. Tiie surgeon who opened the ab¬ 
scess found a stone m the abscess cav ity. 

Following healing, a fistula, resulted, from 
which urine discharged from the left kidney. 
An attempt to vnsert a ureteral cathe'.er ami 
another attempt to re-estabhsh continuity of 
the ureter were uusuccessfu!. 

It was in this stage that the patient came 
under our observation, ‘\^^e attempted at this 
time to expose the ureter proximal and distal 
to the fistula and to insert an indwelling catheter 
under ocular and digital guidance. \Vc failed 
in this attempt. We found that the peripheral 
portion of the ureter was imbedded m a mass 
of firm scar tissue. The fistula itself was rep¬ 
resented by a narrow tract. The central part 
of the ureter was markedly enlarged and its 
wall much thickened. 

Because tlie patient wished at any cost to 
rid himself of tlie permanent fistula and be¬ 
cause he refused to submit to a nephropyelos¬ 
tomy, and since a nephrectomy was contra¬ 
indicated, the following procedure was resorted 
to: 

Technic of Operation. After the central part 
of the ureter was freed for a distance of about 
6 cm., the operativ'e wound was closed provi¬ 
sionally and the patient was prepared for 
laparotomy. An infraiimbilical incision of the 
abdominal wall was made. A freely mov.iblc 
loop of the small intestine on the left side 
was picked up. emptied of its contents, as 
much as possible, by digital manipulation and 
divided at two places abnut 15 to 20 cm. apart 
An end-to-end anastomosis was performed. 
The disconnected loop of bowel w.as irrigated 
several times with rivanol solution aii<l c{c)sed 
at both ends by inverting pur.se-string sutures 

An anastomosis was (hen perforined between 
the lower portion of the disconnected bowel 
segment and the upper portion of the bladder 
covered with serous membrane, the atiastom'^n'-' 
opening pennittintr the r.asv in^-prijoii <^f d'C 
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in the same fasliioii as one would place the 
lubber catheter in performing a Witzel gas¬ 
trostomy. The operative area was drained, the 
abdominal wound closed, and an indwelling 
catheter inserted into the bladder. 

RcstiU. Healing progressed satisfactorily. 
No serious infection from the bladder or pelvis 
of the kidney was noted, at least during the 
stay of the patient at our clinic, for several 
weeks. He was discharged from under our 
care with normal temperature and in good 
general condition. 

POSSIBLE COMPLICATIONS 
Despite the fact that six and one-hall 
years have elapsed following this opera¬ 
tion with satisfactory results, neverthe¬ 
less one must remember that there are 
possibilities of some complications which 
may still ensue. The following of these 
may he mentioned: 

First, stagnation of urine in the 
transplanted intestinal segment, which 
is greater in diameter than a markedly 
dilated ureter and possesses the draw¬ 
back of lack of propulsion of the 
urine, such as is observed in the ureter 
following hypertrophy of its muscu¬ 
lature. 

Second, infection of the pelvis of the 
kidney or the bladder from the usual 
flora of microorganisms inhabiting 
the intestine; these are not much influ¬ 
enced by irrigation with antiseptic 
solutions. 

Third, the possibility of urine dam¬ 
ming back from the bladder into the 
transplanted segment of intestine, 
with the creation of a sort of pseudo¬ 
bladder. 

Fourth, the danger of chemical 
damage to the very sensitive mucous 
membrane of the transplanted seg¬ 
ment of small intestine subjected to 
the constant flow of urine or the pres¬ 
ence of stagnated urine. 

The possible development of the first 
three conditions enumerated should be 
searched for by subjecting the patient 
to scrutinizing investigations by means 
of pyelographic examinations. This was 


advised, but, as stated, the patient paid 
no heed to this counsel. That no severe 
infection has taken place is attested by 
the fact that the general condition of the 
patient is good. The wide anastomotic 
opening and the caliber of the new pas¬ 
sage represented by the segment of 
transplanted bowel created the advan¬ 
tage that in case of recurrent stone for¬ 
mation, the passage of such calculi 
would be much facilitated. As a matter 
of fact, the p.atient reported symptom 
complexes indicating the passage of cal¬ 
culi, during which he experienced no 
attacks of colic. 

INDICATIONS FOR OPERATION 
Since an adequate study of this patient 
was not possible during the last few 
years, the method here described may be 
resorted to with certain reservations. In 
the opinion of the author, it is justified to 
recommend this operation for the reason 
that the problem of substituting greater 
segments of the ureter has not as yet 
been satisfactorily solved. 

The author was unable to find any 
similar operation described in the litera¬ 
ture. 

SUMJIARY 

A case is reported in which the author 
substituted a segment of small intestine 
for a portion of a ureter destroyed bj’ 
suppuration, through which a catheter 
could not be passed. A permanent ure¬ 
teral fistula developed following the im¬ 
paction of ureteral calculi and paraure- 
teral abscess formation. The patient was 
discharged in good condition following 
the operation. Six and one-half years 
later he wrote that he was well, and that 
while he had passed stones during this 
period, he had had no colic. 

RfiSUMfe 

La rcconstmciion dc Vurcterc 
L’auteur substituta un segment d’in- 
testin grele pour unc portion de I'uretere 
detruite par suppuration et qui etait im- 
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ncrnic.'ihlc a aucune ^ondc. Une fistule 
urL-tcraie jjcrnianentc consecutive a I'en- 
<'iavcnicnt dc calculs ureteraux ct d'abces 
i)cri-ureteral ‘^urvint. Six semaines apres 
{’operation Ic nialade quitte I'hospital. 
Six ans ct demi apres il est en bonne 
'ante. H a jja^'^e quclques calculs durant 
cette jicrioflc inais n'a eu aucune colique. 

ZUSAMMENFASSUNG 
I\cl:onslnik/{<ui dcs Ureters 

I )cr \tuiir bcNchreibt oinen Fall, in 
dcin cr cincii. durcb Fiterunq' zerstorten 
I'rctcr. (lurch den kein Katlieder pas- 
-icrcn konnte, init Ililfe eines Diinn- 
darni'-cqnient-' ersetzt hatte. Fine per- 
inancntc l'rctcralli‘;icl entwickelte sich 
infiiFc von F.inkleinnmng von Ureter 
al'teincn und cin Periureteralabscess bil- 
dete ‘:ich. Der Patient vurde in guteni 
Allirenicin/U'iand entlassen und berich- 
tcle '-echs jabre spiitcr. dass es ihm gut 
ijinge und das^ er keine Steinkolik melir 
uehabt hiitte trotzdein er mehrere 
Steine au^ge-^chieden hatte. 

SUMARIO 

Rccouslruccion del ureter 

Un caso cs reportado en el cual el 
autor sul)stituye un seginento del intes- 


tino delgado por una porcion de un ure¬ 
ter destruido por supuracion, a travez 
del cual un cateter no podia pasar. Una 
fistula ureteral permanente se desarroyo 
despues del impacto de un calculo ure¬ 
teral con la formacion de un absceso 
paraureteral. El paciente fue dado de 
alta en buenas condiciones despues de 
la operacion. Seis anos 3 ^ medio mas 
tarde el escribio diciendo que estaba 
bien. el no tuvo mas colicos. 

RIASSUNTO 

RicostriiUone dell’iiretere 

Si riporta un caso nel quale Tautore 
ha sostituito un seginento dell’intestino 
tenue per una porzione di un uretere 
distrutto da suppurazione, attraverso il 
quale non si poteva passare un catetere. 
Una fistola ureterale permanente si 
sviluppo dopo rammassamento di calcoli 
ureterali, e la formazione di un ascesso 
paraureterale. L’ammalato fu riman- 
dato a casa in buone condizioni dopo 
I’operazione. Sei anni e mezzo dopo 
egli scrisse che stava bene, e che sebbene 
avesse eliminato molti calcoli durante 
questo periodo, non aveva avuto nessun 
attacco colico. 


NEW OFFICERS OF U. S. CHAPTER, INTERNATIONAL 
COLLEGE OF SURGEONS, ELECTED 


Dr. Desiderio Roman, of Pliil.idelphi.i, was 
X c’ld j'riMiicMt of tlic United States Chap¬ 
ter II! !!!'. International Collette of Surgeons at 
t' . r ••'•ne" 'e^'ton of the Scientific Assembly of 
t'' !. iptir hell! m Wnice. Fla.. February 11-14. 
He ■■.;!! -ne'ceed Dr. Frederick M. Douglass, 
( f T( 'eiio. 

Dr. P. Brooke Bland, of Philadelphia, was 
Hii-i i t!'-t ice-pn-ulent; Dr. Duncan Mc¬ 


Pherson, of New York, was chosen second vice- 
president, to succeed Dr. Lionel P. Player, of 
San Francisco; Dr. Moses Behrend, of Phila¬ 
delphia, was reelected third vice-president; and 
Dr. Raymond McNealy, of Chicago, and Dr. 
R. H. Dillehunt, of Portland, Ore., were chosen 
fourth and fifth vice-presidents, respectively. 
Dr. Benjamin I. Golden, of Elkins, W. Va., 
succeeds himself as treasurer. 







A NEW METHOD FOR INTRA-ARTICULAR 
ARTHRODESIS OF THE KNEE 


PROF. A. M. DOGLIOTTI 

Director of the Surgical Clime of the Royal University 
CATANIA. ITALY 


T he method of arthrodesis of the 
knee which I have employed in cer¬ 
tain cases tends to produce more 
constant and more rapid results than 
are obtained with other methods of sur¬ 
gery. The procedure is a very simple 
and yet a very efficient one. 

It is unnecessary to discuss the var¬ 
ious indications for arthrodesis. I shall 
only say that, although the extra-articu¬ 
lar method has in many cases supplanted 
the intra-articular method, nevertheless 
it is necessary in certain cases to use 
the latter. Among these are certain 
forms of spastic contracture in flexion 
(i.e., Little’s disease), the dangling par¬ 
alytic knee and sonte rare cases of artic¬ 
ular tuberculosis, in which conservative 
treatment is contraindicated because of 
the type of lesion, the age of the patient 
and other considerations. I shall limit 
myself to the technical problem of intra- 
articular arthrodesis. 

DISADVANTAGES OF OTHER METHODS 
Surgeons have employed many meth¬ 
ods for securing fixation of the knee, 
the procedures consisting in the use of 
different types of resection and above 
all, in the use of free bone grafts and 
pedunculated bone grafts. Among the 
latter procedures, the methods preferred 
by most surgeons are those in which the 
patella is used (Hibbs, Vulpius, Albee, 
Schepelman). But at times the patella 
is insufficiently developed, or it is af¬ 
fected by a morbid process, and it there¬ 
fore offers very little bone material, or 
it may be of insufficient length to use as 
a bridge support, and lastly, it is capable 
of a limited amount of osteogenetic ac¬ 
tivity. 


Other methods that utilize bone grafts 
(those of Putti, Kajon, Bade, Rochet, 
etc.), with good results, nevertheless 
require at times complicated technical 
maneuvers and always present the added 
disadvantage that a very poorly vascu¬ 
larized bone graft is used. It is well 
known that a free bone graft, even 
though it is excellent material for a pros¬ 
thesis, often becomes involved in pro¬ 
cesses of resorption and substitution and 
that fracture of the graft or resorption 
of it may occur before the reparative pro¬ 
cesses have assured solid immobilization 
of the limb. This happens when the vi¬ 
tality of the articular extremities is af¬ 
fected by genera! causes (syphilis, alter¬ 
ation of the metabolism, etc.), or by local 
causes (tuberculosis of the articular ex¬ 
tremities, postoperative sepsis, trauma, 
etc.), by the excessive potency and per¬ 
sistency of the deforming forces (strong 
spastic contracture in flexion), or by 
marked disturbance of the trophism of 
the extremity (i.e., as a result of poli¬ 
omyelitis). Consequently the method 
which will assure the success of the op¬ 
eration is one which permits the use of 
a healthy, pedunculated bone graft, well 
vascularized, of the exact dimensions re¬ 
quired and sufficiently large to enable 
one to construct a solid bridge between 
the two articular extremities. Such a 
graft is easily obtainable, without com¬ 
plicated procedures, by using one of the 
articular extremities. These qualities 
are, in my opinion, embodied in the 
method which I shall now describe. 

TECHNIC OF OPERATION 
Arthrotoiny is perfonned with the common 
anterior U-flap. The flap, which also contains 
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t" !. i'-t'/il:;. i.' rni'^cfi r.nci the lateral ligaments 
'.\cre>l, a ^trnn^ flexion of the leg being 
in order to expose completely the 
: rnen'atinn. Tl'.e two meniscuscs are removed 
r:-.d ti'.cn tb.'- proximal end of the tibia is sec- 
;■ i trr-.-', (r-ely with a ^aw and an osteo- 
. rti’a'jin.iit!- di^c not more than 1 cm. in thick- 
— > detached i fit: 1'. curre^l)ondence 


RESULTS 

Recovery has ahvays been fairly rapid 
in patients operated upon by me, and 
the solidness of the knee has been per¬ 
fect. Roentgenograms show healthy 
consolidation of the bone with active 
participation of the graft in the process 



i'r.:. I i. (.>ratt ot tibial ci\ti'h\>is pn hlackl which is to he used as the hone graft. This 

er.'.ft i' '.r.^etdanred !i\ the crucial ligaments i3). 2, Parts of tihial and femoral epiphysis 

t.i '. c u-e'l (irdicatid in diagonal lines). 3, Crucial ligaments, which are to be conserved. 
'. Site o! inci'ion which is to he carved on the anterior face of tlie femur and of the tibia, 
n!’. 1 ' t^ rmne the Inine graft (indicated hy dots). 

Fi.:. 1 I'.u: e er.att (indic.ated in hlack) in place. Anterior view. 

Fie. .1 lb-le gratt (indicated in black) in place. Lateral view. 7, Bone graft. 2, Crucial 

1 .'..nicnts. 


with the iiud’.td crest of insortion of the crucial 
htr.um 1 ill' di'C rcmaiii' connected to the 

femnr in nu.ans of the crucial ligament.^. Tlic 
di'C cdU'erte' good t ascularization because of 
the te"el' whicli ]\ass along the crucial liga¬ 
ment' ; this is demonstrated by the fact that 
tl'.e graft, when sectioned, bleeds. After the 
hueral jmrt' of the disc are removed with osleo- 
n :nic scissors, a iicakliy central graft remains 
'•'C' I. 2 a.nd .1). connected to the crucial 
'.'C. nicnt.'. and liating the same length as the 
..•nervp isterior axis of tiie tibia. This bone 
gr,.!t, ta'Ctilarized by the vessels of the crucial 
i'.g: We nt'. i' used for the fixation. 

W nh. tile graft in readiness, the femoral con¬ 
i' > \r.i I'.e he let died by a very sujterficial 
. ;• •; Then w ith a 'calpcl a furrow having 
•• ex.act prc.pi.riion,' of the graft is cut on the 
."'erair face of the articular extremities of the 
.ard femur The graft i.s then turned so 
'.v. Its F axis li parallel to the leg and so 
' extremity i^ wedged into the 

;• Tt e\tre-iii;\ TiiU' the tihial and femoral 
•'.•'eTivt'C' are hrutigh.t clo'cly together, the 
■cryieV' r.'i'i 'kill are sutured and a cast is 
g' ’■ ’• ■■■ ■ ■ ui'ure-' complete immobilization 


(figs. 4. 5. 6 and 7). The graft does 
not ])articipale in the process of resorp¬ 
tion and substitution usually noticed in 
free grafts but, because of its abundant 
vascularization, it takes part in the for¬ 
mation of callus, which renders the 
arthrodesis extremely sturdy. 

IXDICATIOXS FOR USE 
This method can be used when intra- 
articular arthrodesis in general is indi¬ 
cated and principally in cases of dang¬ 
ling paralytic knee and in severe forms 
of intractable spastic contractures of 
various origin. Regarding tuberculosis 
of the knee, I am convinced that my 
method can be used in some cases, be¬ 
cause the tuberculous process in the first 
stage usually involves the femoral or 
tihial condyles (weight bearing parts of 
the articulation), while the intermedial 
part of the tibial epiphysis remains for 





IS'TRA-.tKTlCVLAK ARTHRODESIS OP KNEE 


a long tiino free from inr’olvemcnt in 
the prnce'is This, as has iieen noted, 
is because it i' file part with the most 
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Fjg. 4. Case 1. rocnlgenogram, 45 d; 
Fig. S. Case 2 roentgenogram, 12 
Figs. 6 and 7 Case 3 12 months s 

adequate blood supply, which is pro¬ 
vided by the vessels of the crucial liga¬ 
ments, and it is less affected b_v the 
weight of the body due to the fact that 
it constitutes the wide intercondylar 
fossa of the femur. In these cases, after 
resection of the femoral and tibial con¬ 
dyles, the medial part of the tibial epi¬ 
physis can be con.scrved according to 
the technic described. If the vessels of 
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the crucial ligaments are pervious, the 
pedunculated graft will bleed; thus good 
vascularization will be insured for the 



,ys after operation 
months after operation 
ftcr operation. 


graft itself. The graft used will 
strengthen the arthrodesis after the re- 
.section. Moreover, we can depend on 
the beneficial effect of grafts in general 
in tuberculous processes. 

sum: 

The technic is dese 
arthrodesis of the b' 
pedunculated hone • ■ 
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the pr'ixnnril ettn "i th<.‘ tihi.i. Rccu’ery 
li.';,' ikx’n r.'Lpiti .'ii'iil tile ^ohilnc"' nt the 
icnee ik'^ i'Ceti perfect ni iIk riiuhor's 
eaM'-. 

R£SUM£; 

:::t'll! 0 (h' d'orllt’nfru- 
articulairc dii "ciioii 

Ce pr.-cede accdtnpli I’arthr-tde^e dii 
iretv'ti an ni-'ven do I'ablatiDii d'uiie 
p^reffe --"eU'C ]icdoncnlec. Cette oretfe 
e't etilevec de I'extreniite proxiiiiale du 
til'ia. 1x1 piu'ri.cnn dan? les cas rappor- 
tee= par Tautetir I'ut rapide et la solidite 
dn p'eiii'>u est jiarfaite. 

ZUSAMMENFASSUNG 
Iliac aciic Mctliodc fiir latraariiculdrc 
. Irtlirodcsc dcs Kaics 

F-ine 'Fechnik wird bcjchriebcn init 
deren IHIi'e eine Arthrodese des Knies 
initteN eine? p:e?ticlten Knochentrans- 
plantat? voin proxiinalcn Endc dcr Tibia 
aii'^ti-effilirt wird. Der Autor hatte eine 


•iehr kiirze fNIorbiditat in seinen Fallen 
nnd die Festigkeit des Knies war sehr 

gilt. 

SUMARIO 

I'a inctodo nuci'o para arfrodesis intra- 
articular dc la rodilla 

La tecnica es descrita para afectar la 
artrodesis de la rodilla por medio de tin 
injerto pedunculado de hueso de el ex- 
iremo proximal de la tibia. Cura ha 
sido rapida en los casos del autor )'■ la 
?olidez de la rodilla ha sido perfecta. 

RIASSUNTO 

Vu nnovo metodo per I’artrodesi iiitra- 
arficolarc del ginoccJiio 

Si descrive la tecnica per efifettuare 
Fartrodesi del ginocchio con un innesto 
osseo a peduncolo rimosso dalla estre- 
mita prossimale della tibia. Nei casi 
dcll’autore la giiarigione e stata rapida 
e la solidita del ginocchio e stata perfetta. 


PRESIDENT-ELECT DESIDERIO ROMAN 


I Dr. Roman; Cominuai from pngc vS) 

charter Fellow tuul a member of the Board of 
(Fnemor; --f the .\.meric3n College of Surgeons; 

ier mt.mber of the .\merican Board of Stir- 
Cerv ; pre-iduit of the Panamerican Medical As- 
-v-i.iti-m I Phil.a-lelphia Chapter); surgeon-in¬ 
ch;-f .ir.'l h-ad of the surgical department, first 
of the board of Trustees and a 
r ->! the ^taiT c.xecutivc committee, St. 
.'ik! Ciiihiren’s Hospital, Philadelphia; 
' •■'■I'ltf.'e: 'urtte-'tt to the Wilmington Hospital 
\vv , Wilminirton, Delaware, and United 

ihke'.ite to the Panamerican Sanitary 
C’ - cr-" r; W.--.'!::ntr:on. D. C., 1907. During 
■ V.'i 'I : W.ar I'.e ren-lered excellent service. He 
V eh ;r:r..!i of the alumni association for vol- 
■■r ' r. ice in the U. S. Medical Corps, and 
, - . •! t'-e prtnciples of surgery and sur- 
c 1'c;-. ne’.iro-v.rcter;.- and orthopedics 

"t the rt-pectne incumbents. 


He is at present professor of clinical surgery 
in the Hahnemann Medical College and Hospital 
of Philadelphia; member of the National Council 
of Examiners of the International College of 
Surgeons; member of the Philadelphia County 
Medical Society and of its advisory committee; 
member of the Pennsylvania Medical Society; 
past president of the Oxford Medical Club and of 
the Homeopathic Medical Society of the County 
of Philadelphia ftwo terms) ; also guest lecturer 
on the history of medicine in the Medical De- 
[lartment of the Hahnemann Medical College and 
Hospital. He is a member of a number of fra¬ 
ternal organizations and of the college frater¬ 
nity, Pi Upsilon Rho. 

His leadership in surgery, his keen interest in 
the welfare of mankind, his mature experience 
in evaluating problems, both professional and 
civic, render him a worthy successor to the chair 
now ably occupied by Dr. Frederick M. Douglass. 
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discusses the surgical and medical treat¬ 
ment of the disease, \vhile Avicenna in 
the same University, in the ninth cen¬ 
tury. sets forth the details of the opera¬ 
tion and the dangers attending it. 


LATER DESCRIPTIONS 

The first accurate anatomic descrip¬ 
tion of the thyroid gland comes to us 
from Wharton, in the seventeenth cen¬ 
tury; apparently ignoring its function, 
he named the thyroid from the Greek 
word meaning "shield.” 

Haller, in the eighteenth century, was 
the first to prove that the thyroid is a 
gland of intei'ual secretion, and Cruveil- 
hier. in the middle of the nineteenth cen¬ 
tury, demonstrated beyond peradventure 
of a doubt that the gland has no duct and 
that its secretion enters directly into the 
blood stream. From then on, the histol- 
ogy and physiolog}' of that important 
organ were gradually brought into 
knowledge. 


THYROID DEFICIENCY 


Claude Bernard and Brown-Sequard, 
Schiff and Curling led in the experi¬ 
mental work on the thyroid secretion 
and its importance to the human well 
being, as well as to the phenomenon of 
myxedema. 

Reverdin, Billroth and Kocher, with 
their surgical accomplishments, made 
possible the structural study and inter¬ 
pretation of the functional problems 
involved by cachexia struinipriva of 
Kocher. At the same time Horsley 
proved that myxedema, cretinism and 
cachexia struinipriva were due to the 
same cause, thyroid deficiency, and that 
they were remediable by the administra¬ 
tion of thyroid extract alone. 


Recognition of deficiency in thyro 
secretion as a clinical condition came 
us from Billroth and Kocher, who dre 
their conckisions from clinical observ 

wUii experienc 

J cent the p.nticnts manifested svm 


toms of hypothyroidism or cachexia 
struinipriva. Schiff in 1884, after ani¬ 
mal experimentation, laid the foundation 
of organotherapy. 

EXOPHTHALMOS 

The mere observation of the coexist¬ 
ence of goiter, exophthalmos and palpi¬ 
tation—the exophthalmic syndrome, 
designated the cardinal triad by Flajani 
in 1788—was followed in 1835 b}'- the 
clear portrayal of hyperthyroidism as a 
distinct disease. This was done in a very 
direct way, b}’- Robert Graves, of Dub¬ 
lin, who wrote, “The enlargement of 
the tlwroid seems to be essentially dif¬ 
ferent from goiter in not attaining a size 
at all equal to that of goiter and seldom 
attains serious deformity.” 

Basedow, in 1840. recognized the 
cardinal symptoms of exophthalmic goi¬ 
ter, but considered the condition to be 
due to a masked scrofula. 

EFFECT ON HEART 

The recognition of the cardiac symp¬ 
toms of hyperthyroidism and of the im¬ 
mediate benefit to the heart following 
operation are achievements of our pres¬ 
ent generation in thyroid surgery, for 
Kocher. the master mind and pioneer of 
thyroid surgery, credited the postopera¬ 
tive benefit to the heart not to the thy¬ 
roidectomy but rather to the postopera¬ 
tive rest. etc. 

The significance of the toxic symp¬ 
toms in Graves’ disease in relation to the 
licart—the so-called "goiter heart”—be¬ 
longs to the advancements in our modern 
knowledge of toxic goiter, and the direct 
benefit to the heart results from the re¬ 
moval of the thyroid. subtotall 3 L or 
totallv. as may be indicated. The im¬ 
provement in the cardiac condition and 
the pulse rate are directly due to the re¬ 
duction of toxic absorption by thyroid¬ 
ectomy. 

ADVANCES IN SURGERY 

\\’e entered a new era in our modern 
concepts of the thvroid functional phe- 
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the lobes, it was a mark of extreme beau¬ 
ty and distinction which made the young 
woman especially desirable as a bride. 

In 1751, Keyssler, during a journey 
through the Valley of Aosta, heard the 
sermon of a priest who reprimanded his 
parishioners for being distracted from 
the Mass by the presence of a stranger 
with a neck deprived of goiter swelling. 
The priest said, “My brethren, let us 
not be proud of the physical betterment 
that our Lord has given us and of which 
he has chosen to deprive others.” 

AUTHOR’S EXPERIENCE 

The general considerations and cri¬ 
teria in the surger}'- of the thyroid gland 
in all types of goiter are based, in our 
own personal experience, upon more 
than 20,000 cases, of which 7,340 have 
been operated upon over a period of 33 
years; of these, 6,340 cases have been 
definitely reported. 

The first series of 2,000 cases oper¬ 
ated upon and which we reported in 1907 
presented a very light syndrome of tox¬ 
icity which we did not actually recog¬ 
nize, or no signs and symptoms which, 
in the light of our present knowledge, 
would be classed as toxic manifesta¬ 
tions. Most of our cases were endemic 
in type. Many of the patients, referred 
to us by other friendly patients, submit¬ 
ted to operation solel}’- for the removal 
of the disfiguring growth, at times not¬ 
withstanding the opposition of the fam- 
ily physician; some were prompted to 
seek surgical relief of pressure symp¬ 
toms or vocal disturbance. Our opera¬ 
tive technic followed the collar incision 
of Boeckel and the cautious intracap- 
sular extirpation of the incomparable 
Kocher, whose meticulous care we wit¬ 
nessed many a time. Our results were 
uniformly gratifying and uneventful. 
No deaths occurred from sepsis or from 
hemorrhage, and the few remote fatali¬ 
ties we observed were from malignant 
metastasis, cardiovascular or cardio¬ 
renal complications or suddenly from 


embolism, the total number of deaths 
being less than 3 per cent. 

Our_ second series of 2,000 thyroid 
operations reported in 1917 brings out 
our experience with hyperthyroidism as 
a factor in postoperative recovery, and 
especially the immediate postoperative 
storm, for which we had limited exper¬ 
ience and which we combated only on a 
symptomatic basis instead of by meta¬ 
bolic management, the value of which 
was insufficiently understood at that 
time. With it all, however, our total 
mortality rose only to slightly over 4 
per cent. 

In our third series of 2,000 operations, 
reported in 1927-28, the increasing in¬ 
cidence of toxic phenomena with marked 
metabolic unbalance, emotional instabil- 
it}'- and cardiovascular damage made our 
operative work more hazardous than in 
our early experience, but pari passu with 
these problems of postoperative reac¬ 
tions, postoperative storms or thyroid 
crises, we began to receive help from the 
researches and experiences of the lead¬ 
ing thyroid clinics of the world. With 
this help we overcame the difficulties 
which we encountered and entered upon 
a new era of selective preparation of our 
patients, thus lessening the risk and do¬ 
ing away with disturbing complications. 

The last 340 cases (of our series of 
6,340 accurately reported) were uni¬ 
formly hospitalized for observation and 
clinical study, in preparation for sur¬ 
gical treatment. The study included 
carefully recorded case histories and a 
clinical check-up on basal metabolism; 
blood chemistry, with emphasis on blood 
cholesterol, calcium and phosphorus ; 
blood counts, electrocardiographs and 
fluoroscopy. These patients were given 
special diets and rest with the definite 
purpose of increasing their weight, it 
being our judgment, drawn frorn our 
own experiences, that no thyrotoxic pa¬ 
tient is a fair operative risk when losing 
weight, notwithstanding rest, sedation 
and h)’^percaloric and nutritious diet. 



SURGERY OF THYROID GLAND 


In this series we encountered recur¬ 
rences of hyperthyroidism in 3 to 5 per 
cent of the cases, and persistence of 
hyperthyroidism following operation in 
2 per cent of the cases. Three cases of 
this series manifested slight tetany which 
disappeared within a few days, and 
temporary myxedema which corrected 
itself without any special treatment 
within six weeks to three months. Post¬ 
operative aphonia of a few days’ dura¬ 
tion has been observed in a few instances 
where radical extirpation has been car¬ 
ried out, but without injury to the re¬ 
current laryngeal nerve as proven by the 
complete return of vocalization. 

The histologic study of the tissue re¬ 
moved was invariably checked against 
the clinical picture of the individual case 
in an effort to correlate postoperative 
clinical and diagnostic findings with 
tissue changes in the thyroid gland. 

The wealth of planned classifications 
of goiters, such as Plummer’s, DeQuer- 
vain’s and Sloan’s, serve their purpose in 
covering the multiplicity of types of 
structural changes in the thyroid par¬ 
enchyma, both in the physiological as 
well as in the morbid conditions, but 
diagnostic classification loses its charm 
at the operating table and at the bed¬ 
side, and no particular value comes to 
us from fixing a standard of clinical 
guidance based upon the network of the 
structural variety. Symptomless goiters 
often present surprising histologic pic¬ 
tures, while goiters with a marked clin¬ 
ical syndrome reveal simple structural 
changes. 

In our large thyroid clinical material, 
we have operated upon true lingual goi¬ 
ters (located at the embryonal anlage) 
and also sublingual goiters, a number of 
thyroglossal duct cysts and pyramidal 
lobe hypertrophies, retrolaryngeal and 
retrotracheal goiters and retrosternal, 
intrathoracic and mediastinal goiters, 
all of which, b)' virtue of their abnormal 
position, the pressure which they e.xert 
upon important adjacent structures and 


their vulnerability to rapid retrogressive 
degeneration and malignancy, should be 
dealt with surgically as early as diag¬ 
nosed. Fluoroscopy and x-ray films are 
of value in verifying or excluding the 
entension of thyroid enlargements into 
the thoracic cavity, for abundant sub¬ 
cutaneous fat and marked muscular de¬ 
velopment often obscure palpatory signs 
of retrosternal or intrathoracic exten¬ 
sion of the lateral and the median lobes. 

CASE REPORT 

The single case of lingual goiter, the 
only one we have encountered, merits' 
some reference in that we did not operate 
for the removal of a lingual goiter but 
for a tumor at the base or root of the 
tongue in front of the epiglottis at the 
foramen caecum, the embryonic location 
of thyroid tissue. 

The patient was a young Italian multipara, 
who recited the following unusual but arrest¬ 
ing story: that she was usually pregnant every 
year for the past six years, that for the first 
three months of each of her pregnancies she 
had bleeding from the mouth, and that a lump 
at the base of the tongue became larger and 
would bleed. She was referred to me by a 
nose and throat specialist, who suspected that 
the growth might be malignant, notwithstand¬ 
ing the fact that the condition had existed for 
three or four years. 

For the removal of the tumor, we carried out 
the following technic, briefiy described: ex¬ 
traction of a central tooth of the mandible, 
division of tbe mandible at that point and 
lateral retraction of the ramus, thus permitting 
forward traction of the tongue and free e.v- 
posure. A week before this operation, we had 
performed a low tracheotomy, and during the 
present operation, by tube and ether insuffla¬ 
tion through the tracheotomy opening, the 
patient received general anesthesia, the pharynx 
having been packed with moist sterile gauze. 
The tumor was radically extirpated and the 
base of the tongue reconstructed. To our sur¬ 
prise, the pathologist reported that the speci¬ 
men demonstrated nothing but thyroid tissue, 
and he suggested that, by virtue of the com 
prehensive resection, we had probably re¬ 
moved her entire thyroid gland and that we 
should look for signs and symptoms of myxe¬ 
dema. Sections of the tissue were sent to 
the Xfaj'O Clinic which confirmed tjie hit [. 
report. The patient made -‘' v 
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cover}- and has enjoyed excellent health, with¬ 
out any manifestations of thyroid deficiency. 
The inference is that accessory thyroid tissue 
elsewhere in the neck or chest is supplying 
her functional demand for thyroid. 

OTHER CASES 

The continuity of structure of the 
thyroid gland, especially tvith reference 
to lymphoid tissue, and the vulnerability 
of the th 3 a‘oid to infection from tonsillar 
and pharyngeal foci has afforded us op¬ 
portunity to see a number of cases of 
acute metastatic th 3 ''roiditis running' a 
't 3 '^pical clinical course of acute infection 
with resolution and return to normal. 
We have also treated two cases of met¬ 
astatic inflammation of one lobe of the 
th 3 U'oid following acute tonsillitis, with 
coagulation, necrosis and sloughing of 
the entire left lobe of the thyroid, which 
was easil 3 ' enucleated, capsule and all. 
The wound was closed udth drainag'e. 
Good recover}'- resulted. 

We have had only one case of true 
tuberculous inflammation of the thyroid 
gland with caseation of the tigroid tis¬ 
sue and the formation of a retrosternal 
tuberculous abscess, which healed only 
after trephining the sternum at the most 
dependent portion of the abscess in order 
to obtain better drainage. Apical tuber¬ 
culosis over limited areas was demon¬ 
strated by x-ray films, but the patient 
regained good health and remained well 
during the ten- 3 'ear follow-up. 

^^'e observed the case of a male, 40 
years of age. who had what can be prop¬ 
erly termed a vascular goiter and whom 
we'demonstrated in the Students’ Clinic, 
but with whom further follow-up is im¬ 
possible because his whereabouts are un¬ 
known. This man showed a normal 
neck in the anteroposterior as well as in 
the lateral positions. On palpation we 
detected a soft throbbing area in the 
lateral aspects of the lower neck. On 
auscultation we found no aneurysmal 
signs, but when the patient held his 
breath at full and complete inspiration, 
we observed the appearance of the two 


lobes of the thyroid, just above the su¬ 
prasternal notch, of the t 3 ^pical pyra¬ 
midal shape of the th 3 ''roid connected by 
the isthmian portion. As soon as he re¬ 
leased his inspiratory control, we ob¬ 
served the gradual disappearance or 
emptying out of the vascular tumor. Our 
inference was that the thyroid enlarge¬ 
ment was, for the most part, made up 
of vascular tissue composed of a net¬ 
work or plexus of th 3 'roid veins and 
arteries in scant mesh or fibrous stroma, 
with probabl}'- little or no glandular ele¬ 
ment. 

We had two cases of apoplex}' of the 
thyroid, if T may be permitted to use this 
figure of speech to describe sudden hem¬ 
orrhage within the th 3 'roid capsule. 

One was the case of a woman .SS years old 
with a large globular goiter of long standing, 
endemic in type. One evening, without trauma 
and without initial pain, she experienced pro¬ 
found syncope and her family physician found 
her in collapse, with all evidence of internal 
hemorrhage. Her large goiter showed rapid 
swelling and tension and caused increasing 
pain. A diagnosis of hemorrhage within the 
goiter seemed obvious to the attending physi¬ 
cian. Rest and supportive treatment appeared 
adequate, since the hemorrhage was self lim¬ 
ited within the thyroid capsule. Aside from 
added pressure from the sudden distention from 
hemorrhage and clotting, causing dyspnea, the 
patient reacted, and a thyroidectomy performed 
a few days later demonstrated large clots in 
the center of a widespread area of colloid 
cystic thyroid degeneration. Close examina¬ 
tion of the tissue showed sclerotic arteries and 
a thick external capsule, which withstood 
the concentric pressure from the bleeding. 

A second case of hemorrhage in de¬ 
generating goiter, involving, however, 
only the left lobe, revealed marked local 
arteriosclerosis in a focus of limited 
bleeding. 

Cases of chronic fibrous thyroiditis 
with positive blood Wassermann reac¬ 
tions, which responded to antis 3 'philitic 
treatment, have been helped without sur¬ 
gery. Huge degenerating goiters, partly 
intrathoracic and mediastinal, with var- 
icosit}'' of the veins of the thoracic wall 
and arm. hemothorax and heart dis- 
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placement have been relieved by thora¬ 
cocentesis and cured b}- thyroidectomy 
in two stage interrention. 

Our citation of these unusual cases, 
while having no practical value in daily 
thyroid clinical obseiwations, illustrates 
the many sided niorphologr- and morbid¬ 
ity of the thyroid structure. 

TRE-tTMENT 

The criterion of the late Dr. John B. 
Murphy in reference to the broad appli¬ 
cation of surgical procedure in the treat¬ 
ment of goiter, briefly summarized, was 
that exophthalmic goiter or primary 
hyperthyroidism should be treated sur¬ 
gically, and that simple nonto.xic goiters, 
including all other types of long stand- 
ing goiter tumors in patients over 25 
years of age. should be considered selec¬ 
tive for surgeiy. 

Pubertal goiter, or rather thyroid 
hypertrophy appearing in the premen¬ 
strual age and continuing to full adol¬ 
escence. demands conscientious judg¬ 
ment on the pan of the general practi¬ 
tioner as well as the surgeon to avoid 
error in treatment. Thyro-ovarian un¬ 
balance may be physiological, and if this 
is the case, the routine administration of 
iodine or iodides is contraindicated and 
frequently is hannful; this is also true 
of surgical procedure. General hy¬ 
gienic and dietetic regulations often en¬ 
courage nature’s frmctional adjustment. 

The menop.ausal threshold'in the pres¬ 
ence of long standing goiter, accomp¬ 
anied by the neurocirculatoiy syndrome, 
lasnniotor phenomena, etc., frequently 
leads to a misinterpretation of etiologic 
factors; here again cautious evaluation 
of signs and sj-mptoms may prevent 
hastv conclusions and needless surgeiy. 

Hvperthyroidisni. on the other hand, 
permits early and radic,al surgical treat¬ 
ment. and. equipped as we are with mea¬ 
sures of diagnostic aid and adequate 
preparation, radical surgeiy is definitely 
successful. Barring a small percentage 
of cases of recurring or persistent hvpcr- 


thyroidism which require reoperation, 
surgery still affords the most effective 
cure for hyperthyroidism. 

Inasmuch as the primary etiologic 
factor in Graves’ disease is almost cer¬ 
tain to exist outside the thyroid itself, 
further research is needed to elucidate 
this question; the suspected pituitary has 
not yet been proved to be the causal 
agent. Absurd as it seems to remove 
the thyroid, which is perhaps merely 
the victim, the practical e.xperience of 
surgical results needs no further proof. 

All forms of simple goiter, tn’th or 
without hereditaiy background, which 
have long been apparent, even though 
not disturbing the health and fitness of 
the individual, should be regarded as po¬ 
tentially surgical, on the following 
counts: First, all long standing thyroid 
growths tend to eventual retrogressive 
degeneration, toxic functioning or mal¬ 
ignancy; second. long standing goiters 
slowly and insidiously upset metabolism, 
and through toxic damage to the cardio- 
vasailar system by toxic activation, ulti¬ 
mately present the thyrocardiac .syn¬ 
drome of premature senility with attend¬ 
ing complications brought 'about by long 
standing thyrotoxicosis. 

COXXI.USION 

In conclusion, we have briefly re¬ 
viewed the chronological evolution and 
the salient landmarks in the historv of 
goiter as recorded in the annals. W’e 
have cited outstanding clinical experi¬ 
ences in our work .since 1897, with ex¬ 
tensive and varied goiter material. \Vc 
h.ave kept in close touch ivith the leading 
thyroid clinics of the world and are co.”;- 
versant with the abundant liferatirv 
from research sources and clinicians^"’ 
have guided our own obsen atii 
the wealth of contribiition.s ironi 
authorities. We believe with 
conviction that until further r 
and e.xpcriment reveal the e-'- 
prophyla.vis on goiter incider.a: t' 
other sticce.ssftil methods 
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are discovered, surgery will continue to 
provide the largest measure of help and 
cure in disorders of the tltyroid gland. 

SUMMARY 

Although iodine in the form of sea 
water and sea weeds was used by the 
Greeks in antiquity for the treatment of 
tumors and swellings about the neck, it 
was not until the nineteenth century that 
the histolog}'’ and physiolog}'^ of the thy¬ 
roid gland were known. Goiters occur¬ 
ring at puberty and at the menopause 
require cautious evaluation in order to 
prevent hasty conclusions and needless 
surgery. All cases of exophthalmic goi¬ 
ter or primary h 3 '^perth 3 a'oidism and all 
cases of goiter of long standing in pa¬ 
tients over 25 years of age should be 
considered selective for surger 3 ^ 


DISCUSSION 

Dr. Andr^: Crotti (Columbus, Ohio) ; Modesty and 
E sense of justice is alwaj's the hallmarh of super* 
iority. Dr. Roman, by his thoroughness in present¬ 
ing the historical aspect of goiter problems and thus 
according credit where it belongs, sets an e.xample 
which it would be well to follow. Similar examples 
of the latter were shown yesterday in the papers of 
Dr. DeMuth and Dr. Temple Fay, both of whom 
went to great lengths to give credit to the ones who 
have preceded them in their fields and to whom they 

accorded priority. . • -j 

Anyone who has had a large experience in thyroid 
pathology reaches the conclusion which Dr. Roman 
reached today, namely, that most of the goit^s arc 
•surgical entities. He cited a few exceptions and gave 
excellent reasons to support his view, a point of view 
which today is accepted by the great majority of sur¬ 
geons In my own experience I follow the same pnn- 
aples When confronted with a goiter the first step 
is to classify that goiter, to seUle in one s own mind 
that that thvroid condition is either a simple medical 
problem or a surgical case. Second, the question im¬ 
posed is whether that goiter is of the toxic or non- 
toxic ^-arieu-. Third, what is the line of conduct to 
be followed? Let us assume that we are dealing with 
a nontoxic goiter, of colloid, cystic, calcareous or other 
tvpe. Such goiters will not yield to any form of 
treatment and are essentially surgical problems from 
the start -\ssuming that the particular thyroid con¬ 
dition is purelv of the parenchymatous type and toxic, 
the «st majoritv of these cases are surgiral How¬ 
ever in voune individuals up to the age of 18 years, 
in incipient forms of thyrotoxicosis with undesirable 
clandular enlargement, though the toxic symptoms be 
veW marked. I do not like to report to surgery. How¬ 
ever I operate, have operated and will continue to do 
so later if these patients do not respond to medica¬ 
tion and especially to x-ray therapy. In young indi¬ 
viduals .\-rav therapv is very valuable and in certain 
in-tances frustrates the necessitj to operate. I recentlj 
.saw a woman about 26 \ears of age affected with 
what Dr Roman described as "nontoxic rascular 


goiter.” The pulse ranged between 65 and 70 beats per 
minute; there was no tremor and no ocular symp¬ 
toms. She had a marked puffiness of the whole face 
and there was no pitting on pressure. She gave the 
impression of hypothyroidism with myxedematous 
symptoms. To all intents and purposes this case should 
be treated with thyroid medication, despite the high 
metabolic rate, which was plus 22. Another young boy 
had a metabolism of 24 minus, with exophthalmos and 
vascular gland and all the symptoms pointed to toxic 
goiter. Thyroid medication completely relieved him in 
about three waeks, with disappearance of all vascular 
and ocular symptoms. Individualization and proper 
classification are the keynotes to proper therapy. I en- 
j'oyed immensely Dr. Roman's presentation, and I 
desire to extend to him my heartfelt congratulations. 

Dr. M. L. Curtner (Vincennes, Ind.) : I should like 
to ask if x-ray would be of any benefit in diagnosing 
substernal goiter. 

Dr. C. D. Brooks (Detroit) : I wish to say j'ust 
one W’ord regarding Dr. Roman’s paper. He said, 
“Don’t let the metabolic rate tell you whether or not 
you should operate.” If the patient doesn’t do well, 
doesn’t sleep well, doesn’t eat well and hasn’t gained 
weight, postpone the operation until he does. Don’t 
let blood cholesterol or any other laboratory test tell 
you that you can go ahead and do a one-stage opera¬ 
tion, that you had better do in two. Let j'our clinical 
judgment guide you more than laboratory tests. Some¬ 
times laboratory tests are worth' nothing at all, but 
w’hen a patient doesn’t sleep well and doesn’t eat well 
under moderate and good conditions, it is_ best to 
take the internist’s advice and treat the patient fur¬ 
ther medically. 

Dr. Roman : Answering the question as to whether 
x-ray is of help in diagnosing substernal goiters, it 
is of help. I referred to it. A fat neck, also a mascu¬ 
line development, can conceal thyroid hypertrophy and 
there the x-ray shadow is of value. 

RfiSUMfi 

Considerations generates stir la chirtir- 
gie de la glande fhyrdide 

Les anciens Grecs utilisaient I’iode 
sous la forme d’eau de mer et de plantes 
aquatiques d’eau saline dans le traite- 
ment des tumeurs et gonflements cervi- 
caux. L’liistologie et la ph 3 ’siologie de 
la glande th 3 TOide sont des decouvertes 
du dix-neuvieme siecle. Les tumeurs 
th 3 ’roides de la puberte et de la meno¬ 
pause souvent ne demandent aucune in¬ 
tervention chirurgicale. Les cas de 
goitre exophthalmique et tons las cas de 
goitre de longue duree sont du domaine 
de la chirurgie. 

ZUSAMMENFASSUNG 

Kurccr Ruckblick und allgenieine Be- 
trachtungen fiber die Chirurgie der 
Schilddriise 
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METHODS PREFERRED IN 
CLEFT-UP AND CLEFT-PALATE REPAIR* 
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r- i xr ■ Surgery. Jefferson iledical College, Philadelphia 

From the AlaxiIIo-Facial Division of the Department of Surgeiy, Jefferson ifedical College Hospital 

PHILADELPHIA 


T his presentation will not attempt 
ain- review of the extensive cleft- 
lip and cleft-palate literature, or 
descriptions of the many operations 
which have been devised for the correc- 


securing the best functional and cosmetic 
results. 

^^'e believe cleft-lips should be re¬ 
paired as soon as the child is in sufti- 
ciently good condition to stand the oper- 




Fig. I. .!. Semi-diagrammatic sketch showing incisions used in unilateral 
cleft-lip repair. Dotted lines indicate e.xtent to whidi lip and cheeks are 
freed from the anterior xialls of the maxillae. Incisions to fonn the flaps 
shown followed the xermilion border. The lines above the points from which 
the superior ends of the flaps came outline incisions which will be carried 
slightly more than half way through the superior portion ot the margins of 
the cleft, thus forming flaps which will be turned posteriorly and sutured 
together, adding somewhat to the thickness of the lip in that area. The 
heavy line indicates location of a through and through incision carried from 
the alar fold to the margin of the lip to facilitate placing the ala at the 
proper elevation and making the nostril approximately the same size as thaf 
on the sound side. B, Drawing showing margins of cleft approximated. Some 
tissue was removed from the medial portion of the alar flap to fomi a 
nostnl of proper width. Excess portions of marginal flaps were excised; 
-ufficient tissue was left to give slight fullness to free edge of lip. Logan 
how i- routineU u-ed for S da} - to eliminate tension of suture lines. 


ihin <u these deformities, but will be 
limited to the methods which in our 
'"\n e.x[terience and observations cover¬ 
ing a period of 27 years have proved 
lie m t he greatest practical value in 


ation. That is usually some time be¬ 
tween the third day and the third month. 
Simple incisions as a rule g'ive better an¬ 
atomic approximations than do those 
with complicated geometric designs. The 
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scarring is usually less conspicuous, and 
the later muscle action and the expres¬ 
sion about the mouth are more nearly 
normal than in those cases in which 
muscle fibers arc not placed in their nor¬ 
mal direction. 


Technic, The incisions now used in unilat¬ 
eral clefts are shown in Fig. 1. tVith (he lip 
freed from the ma.\-i!lae as outlined, the mar¬ 
gins of clefts are readily appro-timated without 
nndiie tension. tVe find a through and through 
incision in the line of the alar fold and thence 
e.'ttended slightly downward to the medial m.ir- 



Fig 2. .1 a»<i B, Case No H*248. Age four months. 
Complete vimlateral deft lip and cleft palate, with marked rota¬ 
tion of prcmaxilla. B. Age six years, showing contour of lip 
and nostrils Operation M-as by method outlined in Fig. 3. 



Ffg. 2. C and D, Case No. H-12S. C. age 7 months. In¬ 
complete unilateral cleft lip. Note the absence of muscle 
tissue between the superior angle of cleft and floor of nos¬ 
tril and the consetjuent widening of the nostril. D, Appear¬ 
ance of (ip and nose fO months after operation. 


UNILATERAL CLEFT LIP 
ill our early cleft-lip work, wc fol¬ 
lowed chiefly the basic principles of J E. 
Tlioinpson's methods, later making such 
variations, modifications and additions 
as were found better adapted to the dif¬ 
ferent types of deformities or to the re- 
(juirements of the individual case, in 
1929 and 1930, the majority of our cases 
of itmlatcral cleft lip were repaired by 
tlie Mirault-Blair method, but in 1931 
we returned to and have continued to 
use our modified Thompson method. 


gin of the Hp to be of great value m obviating 
the angulations about the alac and also in pro¬ 
viding a better skin surface to form the floor of 
the anterior nans In making the approxima¬ 
tions, the alae must be placed on the same 
level and the nostrils made approximately the 
same size and as nearly symmetrical m con¬ 
tour as can be obtained 

After the sutures which hold the alae in their 
proper position, the next most important suture 
is the one accurately approximating the ver¬ 
milion border. In finishing the free edge of 
the lip, just enough of the flaps is removed to 
leat'e su/heieuf fullness la avoid .my nofdiing 
from subsequent contraction in the suture hr 
(fig. I^J. In repairing an ' - ■/i. . dc 
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lip, the incisions must be carried into the nasal 
floor in order to secure approximation of 
muscle tissue in the upper portion of the lip 
and a nostril of the proper width. 


it sometimes gives rather good-looking 
nostrils, but the lips are apt to be unsatis¬ 
factory later because of a tight trans- 



Fig 3—Case No. H-16. A, Age four weeks. Bilateral cleft lip and 
cleft palate. B, Sho« ing appearance of lip and nostrils two months after 
operation. The philtrum was trimmed to a “V” shape and the lateral 
portions of the lip were approximated to it and to each other below the 
apex of the philtrum. Note the tightness of lip between the vermilion 
border and the philtrum. C, Tightness of lip is exaggerated by crying, 
smiling or laughing. 







Fig 4 A, Scmi-diagrammatic sketch showing incisions used in first 
stage of our repair of bilateral cleft Up. Note that tlie entire philtrum is 
preserved Dotted lines indicate extent to which lip and cheeks are freed 
from the anterior walls of the maxillae. Heavy lines indicate incisions 
through entire thickness of hp starting in alar folds and extending to edge 
of cleft in lip to allow placing alae in better position to form symmetrical 
ro'tnls of proper width. B, Margins of clefts and flaps hate been approxi¬ 
mated Note the excess fullness of free edge of lip at each side of philtrum 
The-c p'-OTiincncc': are adtanced into the midportion of free edge of lip at 
the next operation 


riL-kTER\L CLEFT LIPS 
The repair of bilateral cleft li]j bv 
tninraincr the philtrum to a shape 
.ind apimoMmatinif the lateral portions 
•>f thr hu t<> it and to each other below 


verse line which tends to form between 
the vermilion border of the lip and the 
apex of the triangulated philtrum. This 
tight line becomes more apparent w^hen 
the patient h smiling, laughing or cry- 
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ing (fig. iB, C). Therefore, since 1918, 
we have seldom used that method, pre¬ 
ferring to preserve the entire philtrum 
by our method shown in Fig. 4. This 
method requires two operations, pref¬ 
erably one to two years intervening be¬ 
tween them, but the ultimate results 
more than justify the additional hospital¬ 
ization and secondary adjustments. In 


deft lip repair is the advancement of 
the lateral fullness formed by the first 
operation into the free margin of the 
philtrum, as shown in Fig. 6. The 
photographs of the case in Fig. 7 show 
the results of such repair. Note the lack 
of transverse tension in the lip. 

In bilateral cases with marked pro¬ 
trusion and rotation of the premaxilla, 



Fig. 5.—Case No. H-I72. A, Age five weeks. 
Complete bilateral cleft of lip and palate with 
marked anterior rotation of premaxilla. B, 
Age seventeen months. Appearance of lip and 
nostrils 15^ months after first stage of repair 
bv method shossn m Fig. 4. Lateral fullness 
of free margin of Hp wij! be advanced into 
midportion at next stage of operation as shown 
in Fig. 6, 



Fig. 6 A, Semi-diagramtuatic sketch showing itiasions by which the 
lateral fullness formed by the first step in bilateral cleft-lip repair (Figs. 
4 and 5) arc made into single-pcdiclcd flaps to be advanced to meet each 
other in the mid-line. Heavy line in lip indicates indsion carried vertically 
into lip for an average distance of 1/6 inch. This foiros a recess between 
the skin and mucous membrane surfaces into which the advanced flaps are 
placed. B, The ends of flaps are sutured together, then sutured to the skin 
and mucous membrane margins. 


the interval between the operations, the 
continuous downward and lateral trac¬ 
tion made upon the philtrum by the lat¬ 
eral portions of the lip greatly increases 
the size of the philtrum in all its dimen¬ 
sions (fig. 5), allowing it to fulfil! its 
iionna! functions in the formation of the 
central portion of the lip. 

The second operation in the double 


it is best to avoid, when possible, the e.x- 
cision of any portion of the vomer. Such 
excisions, whether triangular or quadri¬ 
lateral in shape, usually leave the pre- 
maxilla unduly movable. If the pre¬ 
maxillary protrusion is so great that 
closure of the clefts in the lip cannot be 
completed without undue tension, we 
have found that carefully splitting the 
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vomer and bulging its sides (fig. 8) will In secondar}’- reconstruction of poorly 
often allow the premaxilla to be placed repaired lips, it may be necessary to 
in a better position without causing its make incisions sufficiently extensive to 



Fig. 7.—Case No. H-273. A, Age 2J4 months. Complete ^lateral 
deft of lip and palate. Note marked rotation of premaxillayWiu short¬ 
ness of columella. Lip repaired in two operations by methotl described 
in Figs. 4 and 6. IL Age 6 years, showing contour of repaired lip, nostrils 
and palate. C, Note absence of any contraction line in lip. V, Tip of 
nose was clc\atcd by ad\ancing midportion of philtrum to'lengthen 
columella. 


permanent mobility. The premaxilla 
very seldom requires wiring in infants, 
hut in some older children it may be nec¬ 
essary in order to secure the best cos¬ 
metic results. 

In some instances a third operation 
involving the lip may be indicated to 
elevate the tip of the nose. In such 
cases the central portion of the phil¬ 
trum is elevated and advanced suffi¬ 
ciently with the columella to place the 
tip of no^e where desired. This was 
done in tiie case shown in Fig. 7D. 


convert the lip into its original type of 
cleft and then reconstruct it from that 
point. In some instances, the depression 
of the nasal tip and the poor contour 
of the dorsum nasi can be definitely im¬ 
proved at the one operation (fig. 9). 

CLEFT-PALATE REPAIR 
Our most satisfactory functional re¬ 
sults in cleft-palate repair have been ob¬ 
tained in the cases operated upon some 
time between the ninth and the twenty- 
second months, variations in the exact 
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Fig. 8. Semi-dia^rammatic 
sketch showing location of inci¬ 
sion allowing antero-inferior por¬ 
tion of the \onier to be split to 
pennit bilateral bulging of the 
sides of the vomer %vhen the pre- 
maxilla is placed in more nearly 
normal position. 



F<g 9.—Case-Vo H-I097. Age25 years. Poorly repaired bilateral cle/t 
!]p wth e.xcess scar tissue and undue anterior prominence of phi'ltrum. 
B. Prorile showing excess convexity of dorsum nasi e-vaggerated by the 
traction on tip of nose because of short philtrum. C. PWltrum was elevated 
and advanced with the short columella to place tip of nose in better position. 
Greater portion of excess eonvext^ of nose removed at same operation. 
D. Three-quarter view appearance of lip and nose three months after 
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Fig. _10. A, Drawing of complete bilateral cleft palate showing incisions carried through inucoperi- 
osteum of aheolar processes. Mucoperiosteum has been loosened from the alveolar processes to the be¬ 
ginning of the_horizontal processes of the ma-xillae and the palate bones. A sharp thin chisel is shown in 
position to di\ide the bone. Firmly supporting the horizontal processes with the retractor while the chisel 
is being used helps to present tlie bone in the flap from being loosened from the mucoperiosteum. ff. 
Drawing of complete unilateral cleft palate showing outline of incisions used in loosening the mucoper- 
iostea! flap on the side attached to the \omer; also the osteo-mucoperiosteal flap containing the horizontal 
process of the ma\illa and of tlie palate bones on the unattached side. C, Drawing of complete unilat¬ 
eral cleft palate showing iodofonn gauze tapes passed completely around the osteomucoperiosteal flap 
and the mucoperiosteal flap. The tapes are tied so as to hold the medial margins of the flaps in apposi¬ 
tion, or nearly so. Care should be taken that the pressure from the tapes is not sufficient to shut off cir¬ 
culation. L>, Drawing showing both tapes tied and their ends used as packs in the lateral incisions 
to control any bleeding from brandies of the posterior palatine %cssels. E, Drawing showing the inser¬ 
tion of 00 wire sutures before the mucous membrane is remoicd from the medial margins of the flaps. 
Xote that the osteoplastic flap is firmly supported by the retractor while a hole is being drilled through 
the bone where the last wire suture will be placed. F, Drawing showing 00 wire suture passed through 
drilled hole in osteoplastic flap, using a special carrier needle. G, Drawing showing silk suture passed 
through flap by means of a carrier staff needle. The suture is picked up as shown, the carrier needle 
withdrawm and the sharply bent end of the wire placed in the loop of silk thread and then drawn through 
the flap. H, Drawing showing the wire and black silk sutures tied. A single iodoform gauze tape will 
be placed around the flaps and tied just tight enough to take tension from suture line without interfer¬ 
ing with circulation, such tape to be remo\ ed in 3 or 4 daj s. Lateral incisions heal rapidly by granulation. 


time elected depending' upon the child’s 
general health, freedom from paranasal 
sinus infections and the ■width of the 
cleft. 

Palatal clefts in which the hard palate 
is involved—unilateral or bilateral, in¬ 
complete or complete—are preferably re¬ 
paired by a two-stage operation, the op¬ 
erations usually being from 7 to 12 days 
apart. O-^tcopl.T^itic flaps are used in 
pracfir.dlv all imm-. In bilateral clefts. 


an osteoplastic flap is brought medially 
from each side, while in unilateral clefts 
an osteoplastic flap is brought medially 
from the side not attached to the vomer 
and a mucoperiosteal flap is brought 
from the attached side. The detailed 
technic of this operation was described 
in a paper published in the Pennsylvania 
Medical Journal, November, 1939. Fig. 
10. A~H, is from that publication and 
with the legends, I believe the pro- 
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Fig. 11. Case No. H-29 A, Age 17 jears. Bilateral cleft of palate to 
premaxilla. Opening persisting m the hard palate after an unsuccessful 
attempt to repair cleft by use of mucoperiosteal flaps when patient was 
one year old. B, Scmidiagraminatic sketch of palate shown in A 
Dotted line indicates margins of bony cleft. Incisions through mucosa 
and bone of horizontal processes of maxillae and palate bones indicated 
by lateral lines. Wire sutures, size 00, are shown in position. C, Semi- 
diagrammatic sketch showing approximation of the margins of the 
opening shown in A. The sites of the green-stick fractures are indi¬ 
cated anteriorly, as are the posterior ends of the bones in their new 
position. D. Photograph of palate two months after operation. 


cedure is readily understood. This 
method is of advantage because it gives 
a minimum raw area on the nasal side 
of the palate and consequently less scar 
tissue contraction; moreover, by secur¬ 
ing the greatest possible length to the 
palate and the least interference with 
muscle action, it gives the best speaking 
voice we have obtained. In some cases 


speech is practically normal without spe¬ 
cial training, but in the majority of cases 
speech training is of value, when and 
where the cooperation of an adequately 
prepared teacher is available. 

Closure of openings which persist in 
the hard palate after unsuccessful at- 
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coiiiplishcd by very little modification of 
this osteoplastic method. A typical case 
is illustrated in Fig. 11. 

SUifMARY 

Our best functional and cosmetic re¬ 
sults in cleft-lip and cleft-palate repair 
have been obtained by: (1) early repair 
of lip defects; (2) the use of simple lines 
of incision rather than complicated geo¬ 
metric designs; (3) accurate anatomic 
ai^proximations, with the least possible 
trauma to tissues; (4) the preservation 
of the entire philtrum in bilateral cleft- 
lips: (5) the use of osteoplastic flaps in 
cleft-palate repair; b}’- a two-stage opera¬ 
tion and meticulous care in cutting the 
(laps and in inserting the wire sutures, 
l)one is now veiy seldom lost from the 
(laps: (6) obtaining the greatest pos¬ 
sible length to the palate, the minimum 
scar tissue contraction and the least in¬ 
terference with muscle action, which 
gives the best quality speaking voice: 

( 7) speech training in many cases, when 
and where an adequately prepared 
teacher is available. 

RfiSUMfi 

Lcs mctJwdcs prcfcvccs dans la repara¬ 
tion dn hcc-dc-Uhrc ct dcs fentes 
palatines 

Les inethodes que 27 annees d’exper- 
ience out permis a I’auteur d'obtenir les 
lueillcurs resultats fonctionnels et cos- 
metiques sent decrites dans cette com¬ 
munication. L’auteur recommande; 
F. la reparation precoce de la fente 
labiale: 2^. I'emploi d'incisions simples 
de preference aux incisions geome- 
trique'^ c»im])li<juees: 3’. Ic rapproche¬ 
ment anatomicjue exact: 4'. la conserva¬ 
tion du philtre dans Ic cas de becs-de- 
lievre bilateraux: 5“. le recous dans les 
lenies j)alatines ii des lambeaux osteo- 
pl:i'tinuc'; d'. d’obtenir la plus grande 
1'>ngi’-t:nr ]>o-.-il)le du palais et Ic mini¬ 
mum de contraction cicatricielle et d'in- 
terfeVence fonctionelle des muscles afin 
d’ri'.'Urcr ia iiieilleure voix possible; 7°. 


un enseignement phonetique bien reflechi 
et prolonge. 

ZUSAMMENFASSUNG 

Methoden der Wahl in Hasenscharten- 
iind Ganmenspaltcnplastik 

Der Autor beschreibt Methoden die 
im Lichte seiner 27 jahrigen Erfahrung 
die besten funktionellen und kosmeti- 
schen Erfolge zu verzeichnen haben. 
Folgende werden empfohlen : Friihe 
Plastik des Lippendefekts: die Anwen- 
dung einfacher Inzisionen anstatt 
schwieriger geometrischer Figuren; 
sorgfaltige anatomische Annaherung 
mit geringst-moglichen Trauma fiir die 
Gewebe; Erhaltung des ganzen Philtrum 
in beiderseitiger Hasenscharte; die An- 
wendung von Knochenlappen fiir Gau- 
menspaltenplastik; die Erzielung einer 
grosstmoglichen Lange fiir den Gaumen, 
geringste Narbenkontraktur und die 
kleinste Beeintrachtigung der Muskel- 
tatigkeit um eine bestmogliche Stimme 
zu ermoglichen; Sprachiibungen, wenn 
ein speziell vorbereiteter Lehrer ver- 
fiigbar ist. 

SUMARIO 

Metodo preferido cn la operacion del 
labio leporino con hcndidiira de la bo- 
veda palaiina 

Metodos ideados en la experiencia de 
27 afios produciendo los mejores resul- 
tados funcionales y cosmeticos en el tra- 
tamiento del labio leporino son descritos 
aqui. Lo siguiente es aconsejado: (1) 
reparacion tempraua de los defectos del 
labio: (2) el uso de lineas de insicion 
simples en lugar de los disenos geome- 
tricos complicados: (3) perfecta aprox- 
cimacion anatomica, con el menos trau- 
matismo posible de los tejidos; (4) pre- 
servacion conipleta de el filtrum en labio 
leporino bilateral; (5) el uso de colgajos 
c osteoplasticos en la reparacion de la 
boveda palatina; (6) obteniendo la re- 
(laracion mayor posible. la menor re- 
traccion cicatricial, y la menor interfe- 
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rencia con la accion muscular para ase- 
gurar la mejor calidad en la voz; (7) 
ejersicio de Icnguaje en muchos casos, 
si un maestro experto esta al ancance. 

RIASSUNTO 

Mctodi prcfcriti ncl riparo del labbro 
Icporino c della fesstira della valla 
palatiiia 

Si descrivono i metodi, chc, in 27 anni, 
hanno prodotto i migliori risultati fun- 
zionali c cosmetici nel riparo del labro 
leporine e la fessura della volta paiatina. 
Si consigliano i seguenti: (1) riparo al 
pin presto possibile dei difetti del labbro; 


(2) uso di linee d’incisione semplici in- 
vece di disegni geometrici conplicati; 

(3) approssimazioni anatomiche accu¬ 
rate, con il minimo trauma possibile ai 
tessuti; (4) preservazione dell’intiero 
filtro ne! labbro leporino biiaterale; (S) 
I’uso di Icmbi osteoplastic! ne! riparo di 
fessure palatine; (6) ottenere la piu 
grande lunghezza possibile nel palato, 
minima contrazione della cicatrice, ed i! 
minimo impedimento con I'azione dei 
nuiscoli per assicurare la raigliore qual- 
ita di voce; (7) in molti casi, esercizio 
della favella se si ptio trovare un inseg 
nante adequatemente preparato. 


H. E, Jordan of the University of Virginia 
tvas elected president of the American Micro¬ 
scopical Society at Columbus on December 28. 
Raymond J, Pool, University of Nebraska, was 
chosen first vice-president; Ruth Marshall, 
Rockford College, Illinois, second vice-president; 
J. E- Ackert, Kansas State College, secretary 
(to serve three years); and Asa C, Chandler, 
Rice Institute, member of the Executive Com¬ 
mittee (to serve three years). 


CERTIFICATES OF MERIT 

Certificates of merit for the best scientific ex¬ 
hibits at the Fifth Annual Assembly of the U. S, 
Chapter of the International College of Surgeons 
held February 11-14 at Venice, Florida, were 
awarded to Dr. Dewell Gann, Little Rock, .\rk.. 
Dr. Morton I. Berson and Dr. Mortimer M. 
Kopp, both of New York City 


# • 


THE NEXT INTERNATIONAL ASSEMBLY OF THE INTERNATIONAL COL¬ 
LEGE OF SURGEONS WILL BE HELD IN MEXICO CITY, MEXICO AUGUST 

10-14, 1941. 


• » * 

HAVE YOU PAID YOUR DUES? THESE SHOULD BE REMITTED TO DR. 
BENJAMIN I. GOLDEN, DAVIS MEMORIAL HOSPITAL, ELKINS, WEST 

VIRGINIA. 



EFFECT OF TRANSPLANTS FROM THE RENAL PELVIS 
ON THE HEALING OF DEFECTS OF BONE 

EGIDIO TOSATTI, M.D. 

From the Surgical Clinic of Prof. R. Paolucci, Royal University of Rome 

ROME, ITALY 


D uring the last decade many work¬ 
ers have published the results of 
their experiments on the hetero¬ 
plastic formation of bone following the 
transplantation of epithelium from the 
urinary tract. Clinical observations have 
led to the conclusion that the epithelium 
of the human urinary tract does not be¬ 
have differently from that of certain ani¬ 
mals (dogs, rabbits) as regards the 
ability to produce heteroplastic bone 
formations (Huggins. Lozzi, Tosattl’^). 

Heteroplastic ossification from auto¬ 
transplantation of epithelium of the uri¬ 
nary tract has been observed at various 
sites; subcutaneous tissue of the ear, of 
the abdomen, of the head, in striped and 
unstriped muscles, aponeurotic sheaths, 
synovial membranes, peritoneum, brain, 
parotid gland and. recently, also in the 
liver and spleen (Tosatti'). in both of 
which results had previously been con¬ 
stantly negative. 


RESULTS OF OTHER WORKERS 


Recently it has been proved that not 
onlv auto- but also homotransplantation 
can give positive results with hetero¬ 
plastic ossifications (Tosatti^) despite 
what had been asserted previously 
( Lbwy and Bertrand, etc.). The prac¬ 
tical importance of such results cannot 
bo o\ erluoked. 


In lf>vl4 two \merican surgeon 
Copher and Ke\ , first produced the hea 
ing of extensive defect'' of bone sul 
stance.^ e.xperimentalh produced in tb 
ulna of a dog;. 1>\ nieans of an autotran‘ 
plantation of mucous membrane of th 
bladder. In the follow mei ^ear^. Lerich 
and Lucinescu ,n France and Carom 
■icteii and .M.ivcrt»-.im<<ne in ItaK c.ai 


ried out a series of experiments on auto¬ 
transplantation of mucous membrane of 
the bladder. Their results, on the tvhole, 
confirm those of the American investi¬ 
gators. 

With the same method Alastrosimone 
and Bezza recently obtained the hetero¬ 
plastic formation of bone even on the 
inner surface of defects created in a 
dog’s skull. 

However, it tvas still doubtful wdiether 
ossification betw’een the tw'o ends of re¬ 
sected ulna was due not to the influence 
exercised by the transplanted urinary 
bladder epithelium, but rather to an at¬ 
tempt at repair caused by the presence of 
the periosteum (in the space correspond¬ 
ing to the resected bone fragment). 
Wishing to eliminate such a doubt, 
Copher recently resumed his experi¬ 
ments wnth a series of researches wfiiich 
differed from his previous ones conduct¬ 
ed in collaboration wfith Key in the fol¬ 
lowing points: (1) transplantation of the 
urinary bladder w^as performed only 
when, 14 to 16 w^eeks after the subperi¬ 
osteal resection of the ulna, roentgenolo¬ 
gic examination shoNved that the perios¬ 
teum alone \vas unable to produce any 
evident bridging betw^een the tw'O ends 
of the resected"ulna: (2) expenments 
w’ere carried out on a group of animals in 
which the fragments of the ulna had 
been removed together wdth the perios¬ 
teum. From these researches Copher con¬ 
cluded that the presence of the perios¬ 
teum alone is not responsible for the heal¬ 
ing of the bone defects in the ulna (rang¬ 
ing in length from 2 to 5 cm.) produced 
by subperiosteal resection, and that, 
when tlie periosteum is removed along 
w ith the fragments of the ulna, the union 
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caused by action of the bladder epithel¬ 
ium is not nearly so solid as when only 
subperiosteal resection is performed. 
(See also Leriche®, 1939.) 

AUTHOR'S EXPERIMENTS 
In the above experiments only auto¬ 
transplantations of epithelium of the 
urinary bladder have been done. 


With a series of researches begun this 
year I shall attempt to determine 
whether; {1) implanted renal pelvis can 
be utilized to bridge defects of bone in a 
dog's ulna, produced by subperiosteal re¬ 
section; (2) the presence of any tissue 
other than the epithelium of the urinary 
tract is capable of inducing ossification 
between the two ends of a bone sub- 



Fig. I, Dog No. 3: Roentgenogram of right ulna (:n which 
transplantation of renal pelvis has been done) three months after in¬ 
tervention. No sign of atrophy between the two ends; formation of 
a notable bony mass (with cystic cavities) not yet solidly uniting 
the two ends. Fig. 2 Dog. No. 3: Roentgenogram of left ulna 
(control) seven months alter inicrxention. Decrease m diameter, 
rarefaction, atrophy of the ends, lack of ossification between the 
two ends. Fig. 3. Dog. No. 3: Roentgenogram of right ulna 
(with transplantation of pelvis seven months after intersention). 

Still no sign of atrophy between the ends; formation of an oval 
mass, thicker than in Fig. I Cstill of cystic aspect); this mass ^ 
unites the two ends solidly. Ossification of the tnlerosseus mem- 
hrane. Fig. 4. Control Roentgenogram of right ulna seven months 
after the subpcrioslcol resection of a bone fragment 1 cm. long. 

In certain researches carried out last periostcally resected (this control, hitli- 
year I proved that auto- and homotrans- erto untested, is obviously of the great- 
plants of urinary epithelium can induce est importance); (3) homotransplants, 
the heteroplastic formation of bone, and as well as autotransplants, are capable of 
that with the transplantation of the renal giving positive results, 
pelvis this formation can be obtained In this paper I am reporting only the 
also in the liver and spleen, in both of results arrived at in the 'id serr 
which previous attempts had been un- part of my researches; .%h. • 

successful. ossification of the hr cn. 
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produced by means of autotransplants of 
the renal pelvis. 

For this study 1 used four do^s weigh¬ 
ing respectively 12.100. 14.500, 17,200 
and 17,500 kilograms. 

Tix'HNic. Clilorofonn anesthesia was given. 
The clia])Iiyses of both nlnas were exposed and 
a bony fragment 3 to 4 cm. in length was re¬ 
moved subj)eriosteaIly from each (Leriche, 
1939). Tile wounds were covered with gauze 
pads. Tlic left kidney was then removed and 
the lumbar wound also covered with gauze. 
From the removed kidney a portion of pelvis 
3 to 4 cm. m length and 2 cm. wide was ex¬ 
cised. This piece was placed between the ends 
of the right ulna. In two cases the left ulna 
was used U'' a control, and in each of these a 
])iece of renal ])arenchyma. of the same size 
as tlie ])iece of renal pelvis used in the left 
ulna, was jdaced between the ends of the left 
ulna. In the other controls no transplant was 
made between the two ends of resected ulna. 
The muscles and skin of all w'ounds were 
sutured, the lumbar wound being closed last. 

In all the animals the wounds healed 
by first intention. Seven months later 
the animals were all living and had ])er- 
fect use of the legs which had been oper¬ 
ated u])on. 

kOKXT(:F.XOLOGIC KXAMIXATTON 
' 'I'he roentgenologic examination of 
the forepaws was repeated several times 
after intervention (at intervals of 30, 
60. 00. 140. 180 and 210 days). From 
these examinations it was evident that 
in the contiarl ulnas (in two cases a frag¬ 
ment of renal ]iarenchyma had been 
iransidanted; in the <nher cases, after 
subperi(isteal resection, no transplant 
IvkI been done at all) there had occurred 
a decrease in diameter, rarefaction and 
.atrophv of the emF. with n<i noticeable 
attemi>t at bridging the defect of the 
bone. In tiio-e ulna- with transjrlanted 
renal ])elvi- li--ue there was a progre.s- 
-i\e growth of n thick tulnilar mass, 
within whicii c\-iic4ike area- of various 
-i/e- :ind -!ri])e- c<'uld be -een. -olidlv 
uniting tile two liom did- ;i- e.arlv as 
ih.e third to the fifth month after the 
ir.m-nhint 


The roentgenograms of one of the 
animals used in the experiment (dog 
No. 3) show^ this clearly (figs. 1-3). 

Figure 4 show's the roentgenogram of 
an animal on w'hich (for completely dif¬ 
ferent researches) a simple subperiosteal 
resection of a small fragment (1 cm.) of 
the ulna w'as done. This roentgenogram 
w'as made seven months after interven¬ 
tion. Even though the bone defect w'as 
quite small, the attempt at repair ap¬ 
pears to be absolutely inadequate and 



Fig. 5. Dog Xo. ,I To tin' 
left, left iilii.i ftotitroll 
showing .ntrojiln of the ends, 
with no osbinus union To tin 
riglit, right ulna (with trans¬ 
planted ptKis), sitowiug 
growth of a narrow, thitl. 
tubular mass of liotie solidh 
uniting the ends of the uhi.i 
Xo atrophs of tlie ends 

cannot be cnmjiared to the results obtain¬ 
able w'ith transplants from the kidney 
jielvis. According to Leriche^, it is 
obvious that, even with small defects of 
the ulna, repair cannot take jilace after 
-ubperiosteal resection alone. 
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MACROSCOPIC EXAJIINATION mass was not uniformly solid, being 

. The animals were killed 229 days after much more dense in some places and 
interr'ention. Alacroscopic examination much thinner in others, where, for in- 
of the anatomically prepared ulnas in stance, one of the cysts was separated 
which transplantation of the kidney pel- only by a thin wall from the tissue sur- 



Fig. 6 Left. Intense production of newly formed bone m an area limited by three large cysts 
lined with the epithelium of the transplanted pelvis In some places, small cavities, filled with typical 
medullary elements, arc seen in the newly formed bone. Fig. 7. Right: Line of demarcation between 
the newly formed bone and the mature connective tissue surroutwUng it. A small castty on the right con* 
tains typical medullary elements 



Fig 8 Left- The newly formed bone deliniils numerous small can.ils. some of which cuniain 
typical medullary elements Fig. 9 Right- The newly fonne<! lione with small carities con¬ 
taining typical medullary' elements. Cystic ca\itics lined with epithelium of the pelvis. 


VIS had l)een performed showed in eacli 
animal a thick, or-al mass of newly 
formed bone 3 to 4 cm. long and 2 to 
2.5 cm. wide. This ma.ss united solidly 
the ends exactly where the subperiosteal 
resection had been made {fi,g. 5). The 
new osseous growth showed on the in¬ 
side numerous C)-sts of various sizes, 
lined " ith pelvis epithelium and con¬ 
taining a dark red fluid The bony 


rounding the new bone. The ends ap¬ 
peared normal, contrary to those of the 
control ulna, which evidently had under¬ 
gone a process of atrophy. There wa.s 
no osseous union between the ends of 
the control ulna. 

MICROSCOPIC EXAMlNATir 
In examining the compa 
following autotranspb 
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newly formed bone from the peculiar 
cystic cavities described above. 

The newly formed bone grows inde¬ 
pendently of the periosteum correspond¬ 
ing to the subperiosteal resection of the 
ulna. This heteroplastic bone grows 
from the healthy connective tissue orig¬ 
inating in the surrounding tissues fbun- 
dles of muscular fibers, tendons, aponeu¬ 
roses, etc.); it inserts itself between the 
two ends of the resected ulna, filling 
solidly the defects produced e-\-periincnt- 
ally in the ulna. 

CONCLUSIONS 

The heteroplastic ossification pro¬ 
voked by autotransplantation of renal 
pelvis is capable of healing a bone defect 
3 to 4 cm. long produced experimentally 
in the ulna of a dog by means of sub¬ 
periosteal resection. When pelvis auto¬ 
transplantation is performed, the ends 
of resected ulna do not undergo atro¬ 
phic processes. The newly formed bone 
solidly uniting the two ends has a tubu¬ 
lar shape similar to that of the normal 
bone and presents internally character¬ 
istic cystic-like cavities lined with epi¬ 
thelium. The complete fusion of the two 
ends of the ulna takes place as a rule 
three to five months after intervention. 
The attempt at repair in the bony sub¬ 
stance of the control ulna is ab.solutcly 
inadequate and does not compare witli 
the ossification produced by transplants 
of kidney pelvis. Even in the case of 
inconspicuous subperiosteal resection of 
bony substance, without transplantation 
of the pelvis, repair is impossible. The 
presence of a tissue other than the epi¬ 
thelium of the urinary tract (renal par¬ 
enchyma) does not provoke ossification 
between the two ends of the subperios- 
teally resected ulna. 
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RfiSUMfi 

L’autofransl>lantation du bassiii du rein 
pour reuicdicr aux pertes d'os 

Des experiments conduit sur quatre 
chiens, I’anteur conclut que I’autotrans- 
plantation du bassin du rein entraine la 
gucrison des pertes d’os. Lcs experi¬ 
ments interesserent le cubitus. La pres¬ 
ence de tissu autre que repithelium du 
tractus urinaire n’est pas capable dc 
provocjuer I’ossification entre les deux 
bouts d’un os reseque. 

ZUSAMMENFASSUNG 

Der Effekt eincr Autoiransplaniation 
des Niercnhcckens auf die Hcihmg von 
Knockendefekten 

Aus Versuchen, ausgefiihrt an 4 Hun- 
den wird die Schlussfolgerung gezogen 
dass einc Autotransplantation des Nier- 
cnbeckens im stande ist einen 3 bis 4 cm, 
langcn e.xperimenteil erzengten Knock- 
endefekt in der Ulna eines Htmdcs zu 
heilen. Die Anwesenheit eines anderen 
Gewebes als des Epithels der Harnwege 
ist nicht imstande eine Ossification 
zwischen den 2 Enden des resezierten 
Knochens zu verursachen. 

SUMARIO 

El efccio dc la auio-transplan!acton dc 
la pelvis renal en la cicatrhacidn dc los 
defect os del lincso 

De experimentos hechos cn cuatro 
perros, se Ilega A la conclusion que la 
auto-transplantacion de la peh-i.s renal, cs 
capaz de cicatrizar un defecto osco de 
tres a cuatro cm. Un procedimiento 
largo de cxperinientacion producido cn 
cubitos del perro. La presencia de otros 
tejidos, ademas de! epitelium urinnrio no 
cs capaz dc provocar osificacion cnti '" 
los dos extremos d ‘ o . "'■■ado. 
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RIASSUNTO 

L'cffctto dcU'autoirapianto del bachietto 
rcnalc sul difetto di giiongio}ic dcllc ossa 

Da sperinienti fatti su 4 cani. si e 
arrivati alia conclnsione che I'autotra- 
pianto di bacinetto renale e capace di 


gnarire un difetto osseo lungo da 3 a 
4 cm., prodotto sperimentalmente siill’iil- 
na di un cane. La presenza di altro 
tessuto, eccetto I'epitelio del tratto uri- 
nario, non e capace di stimolare Tossi- 
ficazione tra le due estremita dell'osso 
resecato. 



Prof. Dr. Fritz de Quervain, Bcnic. Switzer¬ 
land. 

Dr. Alfred Bielschowsky, of Hanover, New 
Hampshire, aged 68, died January 6 at the Jew¬ 
ish Hospital. Brooklyn, following an operation 
for brain tumor. He was director of the Dart¬ 
mouth Eye Institute .and professor of ophthal¬ 
mology at Dartmouth Medical School and a mem¬ 
ber of the Xc\% England Opluhalmological So- 
cietv. Before coming to this country, he was 
profe.-sor of ophthalmology at the University of 
Breslau. Germany, and a member of the faculties 
of the Universities of Marburg and Leipzig. He 
v..T,<; graduated from the Univcrsit.at Leipzig Mcd- 
izinische F.akuhrit, Saxony. Germany, in 1S94. 


Prof. Dr. George Lardennois, Paris, France. 

’•"*** 0~* “ ~ 

Prof. Aristide Busi, director of the Institute 
of Medical Radiology. Rome, died recently at 
the age of 6.3 years. 

Prof. Alexandre Besredka, chief of the lab¬ 
oratory of the Pasteur Institute. Pans, died Feb¬ 
ruary 28 at the age of 70 years. 

-o- 

It is with sorrow that we record the death of 
Dr. William Eugene Mowery, of Salina, 
Kansas, born 1884, died March 7, 1940. Fellow 
of the International College of Surgeons and 
member of the editorial board of the Journal of 
the Internatinnal College of .‘burgeons. 
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EXTRAPLEURAL PNEUMOTHORAX* 


MOSES BEHREKD. MD.. E.A.f.S.. F.I.C.S. 

PHlhADKhPmA 

From the Scm'ccs of t!ie Philadelphia General Hospital and State Sanatorium, Hamburg. Pennsylvania 


T he primary object of all operations 
for tuberculosis of tlie lungs is the 
closure of the cavity or cavities lo¬ 
cated therein. The ultimate aim of all 
compressh’e operations is to render the 
patient permanently sputum negative. Of 
great assistance in accomplishing this 
result is. the operation of extrapleural 
pneumothorax. It was first proposed by 
John B. Murphy in 1898. At that time it 
received onij' a mild degree of encourage¬ 
ment. In the past three or four years, 
however, with the broadened c.xperience 
of surgeons in this field, the operation of 
extrapleural pneumothorax has gained 
considerable impetus. The operation is 
still under judgment and the time that 
has elapsed since its re-introduction has 
not been sufficient for its ultimate evalu¬ 
ation. However, during the last few 
years much has been learned concerning 
"the applicability of this operation in 
cases selected properly for operation. 

SELECTION OF CASES 
in all operations upon the tuberculous 
it is most important to select the proper 
procedure suitable for each individual. 
Upon this important step depends the 
success or f.'iilurc of the operation. It 
has been our experience that the recent 
case in which intrapleural pneumothorax 
could not be established, or was incom¬ 
pletely successful, is the type of case in 
whicli the operation of extrapleural 
pneumothorax gives the most satisfac¬ 
tory results. Howe\'er, the operation is 
now being used on selected patients who 
have had imlinonary tuberculosis for 
several years and in whom an extra¬ 
pleural thoracoplast)- i.s inadvisable for 
varimis reasons. 


Extrapleural pneumothorax ofl'ers 
some hope, often in an apparently hope¬ 
less situation, to the patient tvith contra¬ 
lateral spread of tuberculosis, thcjiaticnt 
with low vita! capacity, the j)atient i\’ith 
a large basal cavity which woultl re(|uire 
a most extensive thoracoplasty, the 
patient with hemorrhage m whom 
thoracoplasty may be contraindicated 
because of spread to the contralateral 



Fijr. i., VM. age 18. Extensive disease of 
left lung. Sick about a year before operation. 
An early case 


lung, the ]jatie!U with riuher rapidly pro- 
j^ressive lesions wliich are unclieck*ed by 
more conservative measures and tlic })a- 
tient with bilateral disease. 

We consider as ideal for extrapleural 
thoracopla.sty the patient with a com¬ 
paratively early and extensive tuber¬ 
culosis involveiuenl. with or without 
evidence of some contralateral involve¬ 
ment showin.c;’ cavitation ;I localized 
infiltration aho « ,^n a few 
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cases we have found that it is impossible 
to maintain to its original full extent the 
size of the pneumothorax pocket, be¬ 
cause of a tendency of the lung gradually 



Fig. 2. V.M. Large air space as a result of 
extrapleural pneumothorax performed August 6. 
1938. Negative sputum until March 8, 1939; 10 
cm. of fourth rib removed. 

to reexpand. \\’hile this expansion has 
never been complete, it may be sufficient- 
Iv great to allow cavities, closed by the 
operation, to reopen. In such cases exira- 
pleural thoracoplasty has been per¬ 
formed subsequently. Thus patients who 
previously were not considered to be fit 
snbiccls for ibis more permanent and ex¬ 
tensive operation arc enalded to have a 
thoracopla^ty. Case> which have shown 
negative sputum hw nionth» following 
extrapleural jmeumotliorax and in whom 
positive >i)iuuin ha'- returned with the 
gradual reexj)an''i<tn of the partially 
coliap^e^l lunc:. may again he rendered 
.-;)Utum negati\e by a '-uh-equent extra- 
]>leural thoracoplasty i fig-. 1, 2 and 3). 
Thi- ma% require "uh .me ‘^tage or at 
die na-t t\’,o '^tagc'. v.itii the resection 
-jx rih- We have h-een unwilling to 
perr- rni tr.c operation :n ca-e- in which 
t'-.e -ire .u tile c.avi:;. exceeil- - cm., be- 


connected. Such a complication must in¬ 
evitably result in infection of the extra¬ 
pleural space and the formation of a 
bronchopleural cutaneous fistula. 



Fig. 3. A’.M. Showing two stages of thora¬ 
coplasty performed February 21,1939 and March 
28, 1939 for return of positive sputum. Sputum 
is now negative and disease arrested. 

OPERATION 

E.vtraplcural Pneumothorax. The operation 
consists in removing about 10 cm. of the third 
or fourtii rib anteriorly, posteriorly or laterally 
after the usual skin incisions are made for a 
costectomy. For the fastidious individual wiio 
wishes to have the scar hidden, a small incision 
may be made in the a.xilla. .Anteriorly the 
incision may be made acros.s the third rib, or 
m women, under the breast. The posterior 
incision may be a paravertebral one. After a 
piece of rib is removed the intercostal fascia is 
separated from the parietal pleura. A line of 
cleavage is found between these two structures 
after which the lung is separated within this 
envelope of tissue and pushed down as far as 
neccs-ary to obtain adecpiatc compression by 
means of air introduced into the space which 
has been left. The operation is facilitated with 
electrically lighted retractors of Overholt or 
those used in operations on the brain. Any 
bleeding points requiring ligation can be seen 
well within the illuminated cavity. The 
capillary oozing which always results following 
this operation helps to cause the compression 
-o desirable in these cases (figs. 4 and 5). Air 
1 - introduced the evening of the day of opera- 
ti>.n. or the following day, after which refills 
.;re u-fd two or three times a week. The 
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Fig. 4. D.L., age 25. Note small ca\ity in 
left lung. A suitable case for extrapleural 
pneumothorax. 


extrapleural space must always be maintained 
to keep the maximum effect of compression 
following the injection of air. Some surgeons 
introduce salt solution after the operation. We 
have given up tins practice because it seemed 
to encourage infection. 

Oleothorax. If there is any indication that 
the extrapleural pneumothorax space is being 
lost as a result of reexpansion of the collapsed 
lung, as an alternative to operation of super¬ 
imposed extrapleural thoracoplasty or if for 
any reason thoracoplasty is contraindicated, 
oleothorax may be employed. It is usually not 
necessary to consider such a procedure until 
six weeks have elapsed from the time of the 
operation of extrapleural pneumothorax. 
Sterile mineral oil may be used and should be 
injected gradually m amounts beginning with 
5 cc., the quantity being increased gradually 
when evidence is established that no outward 
reaction to the oil will occur 

EFFECTS OF EXTRAPLEURAL 
PNEUMOTHORAX 

The type of case tvliich we consider 
to be desirable for the performance of 
extrapleural pneumothorax has already 
been described Most of our cases hat'e 
been unsuitable for the operation of 
thoracoplast}' because they were com¬ 
paratively recent and progressive cases, 
showing in addition, higher tempera¬ 
ture ranges and more rapid pulse rate 



Fig. 5. D.L. One ttvek after operation. Note 
especially the fluid IcA-el due to extravasated 
blood which IS desirable for compression of lunp. 
Air pocket above. About 10 cm. of fourth nb 
lias been removed. 

than is desir.able when extrapleural 
thoracoplasty is contemplated. These 
cases have all, of course, been positive 
for tubercle bacilli and many of them 
had an excessive amount of cough. The 
operation of extrapleural pneumothorax 
does not carry with it tlie immediate op¬ 
erative risk of an extrapleural thora¬ 
coplasty and in most cases it is more 
readily tolerated than the latter opera¬ 
tion. Extrapleural thoracoplasty may 
render the sputum negtitive, help the pa¬ 
tient to gain weight, diminish the cough 
and generally improve the patient’s con¬ 
dition. It should not, however, be consid¬ 
ered lightly, and we still feel that extra¬ 
pleural thoracoplasty is a more desirable 
type of operation when it can be per¬ 
formed. The danger of infection is 
much greater following extrapleural 
pneumothora.x as is also the danger of 
production of a bronchopleural cutane¬ 
ous fistula. \\’hcn either of these com¬ 
plications occurs, the prognosis immedi¬ 
ately becomes grave. Of this more will 
be said later. 

In three of the twenty-five cases in 
which we have performed extrapleural 
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pneumothorax, subsequent thoracoplasty 
has been done. All of these cases are 
apparently arrested and sputum nega¬ 
tive. 

COMPLICATIONS 

Hemorrhage. In the separation of 
the extrapleural fascia there is always 
capillary oozing. If the separation is 
made carefully, very rarely will there 
be bleeding from larger vessels. With 
the aid of electrically lighted retractors 
all blood vessels should be caught and 
tied. A little oozing is beneficial in that 
the accumulated blood causes compres¬ 
sion of the lung. 

Infeetions. The greatest danger fol¬ 
lowing the operation of extrapleural 
pneumothorax is infection. The blood 
which has accumulated as a result of the 
oozing may become infected, or the cav¬ 
ity in'the lung, if a thin walled one, may 
rupture. If infection occurs, the tem¬ 
perature rises and the patients usually 
become quite sick. When pus accumu¬ 
lates it must be drained. While the 
space may be lost to a certain degree, 
sufficient collapse may persist to main¬ 
tain a negative sputum. Convalescence 
in infected cases is very much prolonged 
because, when drainage is instituted, the 
discharging sinus persists for months. 

RESULTS 

Since June, 1938. twenty-five cases 
have been operated upon. Of these six 
patients (24 percent) died. Four of 
these died as a result of infection. Two 
died of hemoptysis. Thoracoplasty was 
])erformed on three patients following 
the primary procedure. The sputum is 
negative in eleven (44 per cent). In 
eight cases (32 per cent) the sputum is 
still positive and further surgery is con¬ 
templated. 

In the four cases in which infection 
was indirectly responsible for death, it 
was necessary to reopen the wound to 
give vent to a large quantit}- of pus 
which had accumulated. One patient 


was walking around the sanatorium 
when she was suddenly seized with 
hemoptysis and died within two hours 
after its occurrence. Another patient, 
a rather poor risk, also died of hemopty¬ 
sis ten da)’-s after the operation. One 
or two stages were necessary to render 
the patient’s sputum negative. It must 
be borne in mind, therefore, that extra¬ 
pleural pneumothorax is very often a 
preliminar)' operation which contributes 
to improvement of the patient's condi¬ 
tion, as a result of which there is a dim¬ 
inution of cough, gain in weight and 
the production of negative sputum 
Therefore, if the sputum becomes posi¬ 
tive again and if there is an}' doubt that 
the sputum will not remain negative, 
thoracoplasty should unhesitatingly be 
advised. 

SUMMARY 

1. Extrapleural thoracoplasty is re¬ 
viewed as a method of eradicating tuber¬ 
culosis cavities in the lungs. 

2. The most important consideration 
is the selection of the proper case for 
this operation. 

3. The technic of operation is de¬ 
scribed. 

4. The most important complications 
following the operation are hemorrhage 
and infection. 

5. Twenty-five cases have been op¬ 
erated upon, of which six died, eleven 
have negative sputum and eight still 
have positive sputum. 

DISCUSSION 

Dr. O. C. Schlack (Cook County Tuberculosis 
Hospital, Oak Forest, Ill.) : There is one more point 
I wish to bring out, and that is maintaining the col¬ 
lapse. We ha^e had great difficulty in maintaining 
the collapse in the earlj- stages of this operation. At 
the present time, immediatelj’ after the operation, we 
fill the cavity with normal salt solution, we repeat 
this six hours later, and then every four hours for 
the next three days. On the second day the normal 
salt solution is replaced in the cavity, one half normal 
salt, the other half air. I believe that if this pro¬ 
cedure IS followed, we shall maintain a better collapse 
than we will by just placing air in the cavity, and un¬ 
doubtedly Dr. Behrend will bring this out. 
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Dr, W. R. LoviiACE (Albuquerque, N. M.) : Dr. 
Behrend did not say anything about phrenectomies in 
these cases. I am wondering if he believes in phren- 
ectomy before the thoracoplasty is done. 

Dr. M, M. Simon^ (Poughkeepsie, N. V.): I should 
like to ask Dr. Behrend what anesthetic he uses, and 
how often the pleura is entered during the process. 

Dr. Behrend; With reference to the injection of 
salt solution, we have used infusions of salt solution 
in the pleural cavity foUotving this operation, but 
believing that it conduces to infection, we have aban¬ 
doned its use after extrapleural pneumothorax. Wc 
perform phreniclasis (temporary paralj-sis of the dia¬ 
phragm) by means of crushing the phrenic nerve, 
in some cases, hut do not practice it routinely. Its 
routine performance is not advisable because in many 
cases the to and fro movement of the diaphragm is 
desirable instead of inactivity. In the Philadelphia 
General Hospital and also in the Sanitarium at Ham¬ 
burg cyclopropane anesthesia is used. We also use 
at limes local anesthesia, witfi or without cyclopro¬ 
pane. Except in cases where an intrapleural pneumo¬ 
thorax has been done, we have never entered the 
pleural cavity in a simple case of extrapleural pneu¬ 
mothorax. I wish to add that in cases of infection, no 
doubt the cavity in the lung perforated and was the 
cause of the infection. This is one of the most serious 
compltcatiom following extrapleural pneumothorax. 

RfiSUMfi 

Le pneumothorax extrapleural 
L’auteur discute la thoracoplastie ex- 
trapieuraie comme moyen d'obliterer les 
cavit6s tuberculeuses pulnionaires. II 
importe dc faire un choix judicieux des 
cas. La technique operatoirc cst dccritc. 
Les principales complications sont i’he- 
morrhagie et !’infection. Vingt-cinq 
cas furent operes. II y cut 6 deces; onze 
a I’heure actuelle ont des crachats nega- 
tifs; Imits ont des crachats positifs. 

ZUSAMMENFASSUNG 
Extraplcuralcr Pneumothorax 
Eine tlbersicht iiber die cxtrapleurale 
Thorakoplastik als Methodc fiir die Koil- 
abierung tuhcrkuloser Kavernen in der 


Lunge ist angefiihrt Das Wichtigste 
ist die Ausvvahi geeigneter Falle fiir 
diese Operation. Die Operationstechnik 
wird beschrieben. Die wichtigsten 
KompHkationen nach der Operation sind 
Blutung und Infektion. 25 Faile wur- 
den operiert, 6 da von starben, 11 batten 
negatives Sputum und 8 haben noch 
iinmcr positives Sputum. 

SUMARIO 

Pneitmoiorax extrapleural 
Toracoplastia extrapleural es revis- 
ada como un metodo de irradicacion de 
cavidades tubereulosas de los pulmones. 
La consideracion mas iniportante es la 
seleccion de el caso propio para esa ope- 
racion. La tecnica operatoria es descrita. 
Las complicaciones mas importantes 
siguientes de la operacion son hemorra- 
gias e infeccion. Veintecinco casos han 
sido operados, de los ciial murieron seis, 
once tienes esputos negatives y oebo aim 
tienen esputos positives. 

EIASSUNTO 

Pneumotoraee extraplenrale 
Si descrive la toracoplastia extra- 
pleurale come metodo di sradicare le 
cavita tubercolari dei polmoni. La piil 
iniportante considerazione e la selezione 
dei casi adatti per I’operazione. Si des¬ 
crive la tecnica, Le piu important! 
coniplicazioni dopo I'operazione sono 
I’emorragia e I’infezione, Venticinque 
casi sono stati sottoposti ad operazione; 
di quest! sei sono morti, undici hanno 
espettorato negativo e otto hanno es- 
pettorato ancora positive. 
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I N the last few years there has been 
a change in the treatment of the dis¬ 
ease known as acute hemorrhagic 
pancreatitis or acute pancreatic necrosis. 
Radical surgery is no longer performed 
as soon as a diagnosis is made. Instead, 
operative intervention is delayed until 
the primar}'^ shock has disappeared and, 
if possible, until the patient has fully re¬ 
covered and careful studies of his case 
have been made. Frequently, if no bili¬ 
ary disease or residual pancreatic path¬ 
ology is present, no surgeiy at all is done. 
The reports of results obtained with 
this method of treatment are beginning 
to show a lower mortality ranging from 
50 to as low as 7.5 per cent. This lower 
mortality is due parti}'- to the fact that 
patients are not being operated upon 
during shock or seriously lowered re¬ 
sistance and partly to the fact that 
greater experience and better methods of 
diagnosis are bringing to light many 
mild cases, in most of which recovery 
occurs. Probably nowhere in the field 
of surgery is a finer type of surgical 
judgment required than in the diagnosis 
and treatment of acute pancreatic necro¬ 
sis. Indiscriminate and ill-timed sur- 
geiy leads inevitably to disastrous re¬ 
sults. 

PATHOLOGY 

The pathology- of pancreatic necrosis 
is characterized by certain features, 
which are directly related to the physiol¬ 
ogy of the pancreas. The}' are pancre¬ 
atic necrosis, due to the action of tryp¬ 
sin, and fat necrosis, the result of the 
action of lipase. The trypsin by digest¬ 
ing the blood vessel walls adds hemor- 

•Rcad at the Fifth Assembly of the United States 
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rhage to the pathologic picture. The 
secretions from the injured pancreas es¬ 
cape and, mixing with the exudates from 
the irritated peritoneum, produce the 
brownish or bloody fluid so typical of the 
early hours of this disease. Collections 
of dead pancreatic tissue, blood and ne¬ 
crotic fat, too large to be absorbed, form 
pancreatic cysts, and when these become 
infected, pancreatic abscesses develop. 
Bacteria present in the necrotic pancre¬ 
atic ducts or escaping through the gan¬ 
grenous walls of the bowels may pro¬ 
duce peritonitis. ■ The whole unusual 
pathologic picture is due to the escape 
from the pancreatic ducts of these two 
ferments, trypsin and lipase. Of these 
two ferments, trypsin is the more de¬ 
structive. 

Previous to the onset of the necrosis, 
due to the escape of the pancreatic fer¬ 
ments, there appears a characteristic 
edema of the pancreas similar to that 
which is produced in experimental pan¬ 
creatitis by the injection of irritating- 
substances into the main duct of the 
organ. This edema must also be con¬ 
sidered as a typical pathologic feature 
of the disease. The above facts are well 
known, but the problem of acute pan¬ 
creatic necrosis is, why do these power¬ 
ful ferments leave their normal habitat 
and cause such an unusual pathologic 
picture? 

ETIOLOGY AND PATHOGENESIS 

The clinical causes usually given as 
resulting in pancreatic necrosis are 
trauma, accidental or the result of sur¬ 
gery; hemorrhage into the pancreas 
from vascular disease or blood dyscra- 
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sia; injury to the pancreas by a penetrat¬ 
ing peptic ulcer; direct extension of in¬ 
fection from the liver ducts to the pan¬ 
creatic ducts and pancreas; lymphatic 
extension of infection to the gland from 
the gall-bladder and liver ducts; infec¬ 
tion from acute systemic diseases; round 
worm obstruction of the pancreatic duct; 
and last and most discussed, the theory 
of the reflux of bile or duodenal contents 
into the pancreatic ducts. Thus many 
causes of pancreatic necrosis have been 
given and each of them at times may 
possibly be responsible for the disease. 
Man}!- clinical cases occur, however, in 
which none of these known causes arc 
present. There is therefore a need of 
the knowledge of the primary underly¬ 
ing factor, common to all the above 
causes, which will explain their action. 

Obstruction. The work of Rich and 
Duff’, published in 1936, has brought 
out several new principles in the etiology 
and pathology of pancreatic necrosis. 
They believe that the common primary 
cause is a partial obstruction at some 
point in the pancreatic ducts, behind 
which, at the time of active digestion, 
the pancreatic secretions collect under 
sufficient pressure to rupture the finer 
ducts or acini and allow the secretions 
of the gland to escape into the pancreas 
or surrounding tissues. These writers 
ha\'e shown that this secretion, when it 
escapes at the highest point in the di¬ 
gestion of a full meal, contains not only 
active lipase but active trypsin without, 
however, the help of any activating agent 
from the intestines or elsewhere. Of 
course trypsinogen may escape at the 
same time and become activated by tis¬ 
sue juices. Rich and Duff have further 
demonstrated that the tryptic ferment, 
by necrosing the blood vessels, produces 
a constant and specific lesion in the wails 
of the arteries and veins, which cause.s 
them to rupture and starts the bleeding, 
from which tliis disease has derived its 
name of hemorrhagic pancreatitis. 
Thev have also found that the amount 


of active tryptic ferment present in the 
pancreatic juice varies greath', being 
large at the height of digestion of a full 
meal and low or absent during the fast¬ 
ing period. It is evident that if the es¬ 
caping pancreatic juice contains large 
amounts of trypsin and erodes large 
blood vessels in the substance of the 
gland, the hemorrhage and destruction 
will be great, but if it escapes at the 
periphery of the organ and comes in 
contact with small vessels or only with 
fat, the hemorrhage and damage may 
be small. Iiforeover, if the rupture of 
the duct occurs when the pancreatic 
juice contains little or no trypsin, fat 
necrosis only will occur. The well 
known great variation in the extent and 
seriousness of clinical cases of pancre¬ 
atic necrosis would seem to depend upon 
the amount of the tryptic ferment pres¬ 
ent in the escaping pancreatic juice and 
upon the anatomic point at which it 
escapes. 

Once the tryptic ferment is set free, 
the destructive process progresses auto¬ 
matically. In the pancreas, the walls of 
the blood vessel are eroded and blood 
escapes into the substance of the gland, 
tearing it apart and destroying its nu¬ 
trition, thus opening up more of the 
duct system and setting free more of the 
ferments to continue the disintegration 
of the gland and the surrounding strne- 
tures. Thrombosis of the blood vessels 
also plays a part in the destruction of the 
nutrition of the gland. 

There are many wavs, in clinical ex¬ 
perience, by which the pancreatic ducts 
may be obstructed and this disease initi¬ 
ated. The obstruction may he caused by 
a .stone or a round worm within the 
duct; by a stricture, an adenoma or an 
inflammation of the duct wails; by a 
stone, a stricture or q muscle spasm at 
the lower end of the common duct; and 
probably by infection and swelling of 
the pancreas. Rich and Duff have 
shown that there is commonly present, 
in the smaller pancreatic ducts, a meta- 
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plasia or thickening of the duct epithe¬ 
lium which causes a partial obstruction 
of the ducts with a dilation and thinning 
of their walls, and that such dilated ducts 
rupture easity under increased pressure. 
They found an obstruction of this kind 
present in the routine microscopic sec¬ 
tions in 18.6 per cent of 150 consecutive 
autopsies performed on persons over 25 
years of age and in the routine micro¬ 
scopic sections in 13 of 24 cases of hem¬ 
orrhagic pancreatitis. The)^ state that 
it is their “belief that this form of duct 
obstruction leading to acinar rupture 
and escape of secretions plays an impor¬ 
tant role in the pathogenesis of many 
cases of hemorrhagic pancreatitis, 
though any of the numerous causes of 
duct obstruction may, of course, lead 
to the same result.” 

It is evident that any trauma, acci¬ 
dental or surgical, which might tear the 
pancreas, or a hemorrhage into the or¬ 
gan due to vascular disease or blood 
dyscrasia, which might cause a disrup¬ 
tion and disintegration of the gland tis¬ 
sue, could set free pancreatic ferments 
and initiate a case of acute pancreatic 
necrosis. There is no doubt, moreover, 
that when a common channel from the 
common bile duct to the main pancreatic 
duct has been formed by a stone or a 
muscle spasm at the ampulla of Vater, 
bile may, under certain conditions of in¬ 
creased pressure, be injected into the 
pancreatic ducts with enough force to 
rupture the smaller pancreatic ducts or 
acini and set free pancreatic ferments. 
This seems a much better explanation 
of how the reflux of bile into the pan¬ 
creatic ducts might cause pancreatitis 
than the older one that infected bile, rich 
in bile salts, starts the trouble by irritat¬ 
ing the gland or b)^ activating the pan¬ 
creatic juice within its ducts. This lat¬ 
ter theory is especially lacking in force 
since we now know that active trypsin 
and bile are commonly present within 
the pancreatic ducts. ' It is probable, 
however, tliat the reflux of bile into the 


pancreas, through a common channel 
formed by the common bile duct and 
the pancreatic duct, is only a rare cause 
of pancreatic necrosis. 

The obstruction theory of pancreatic 
necrosis may, with interest, be compared 
with obstructive jaundice. In the latter 
condition we know that the pressure of 
bile in the smaller bile duct radicles, due 
entirel)'^ to the secretory pressure of the 
liver cells, causes the ducts to rupture 
and the bile to escape into the organ with¬ 
out any vei'}' serious immediate damage 
to the liver tissue. If this bile escaping 
between the liver lobules were rich in 
active lipase and trypsin, as is the juice 
from the ruptured pancreatic ducts, one 
can picture what serious damage would 
be done to the liver with the coagulation 
of fat and the erosion of the rich net¬ 
work of blood vessels. 

Infection. The role of infection in 
the causation of acute pancreatic necro¬ 
sis is less clear. Biliar}^ disease is re¬ 
ported as associated with pancreatitis in 
from 20 to 95 per cent of the published 
cases. Surgeons generall)'- are con¬ 
vinced that disease of the gall bladder 
and liver ducts is in some way respon¬ 
sible for their cases of pancreatitis be¬ 
cause of the frequency with which they 
find the two associated, and also because 
of the fairly common association of pan¬ 
creatic necrosis and acute biliary dis¬ 
ease. However, in a good proportion of 
the cases of pancreatitis no biliary dis¬ 
ease is present and when present it fre¬ 
quently shows no signs of active infec¬ 
tion. How biliary infection, as distinct 
from biliary obstruction, can cattse pan¬ 
creatic necrosis is difficult to explain 
unless the infection reaches the pan¬ 
creas, causing edema and inflammation 
with obstruction of the ducts. There is 
not much real proof that this is the case. 
It is to be hoped that future studies of 
the association of biliary disease with 
acute pancreatic necrosis "will explain 
their relation 
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Pancreatic Edema. Elman" and sev¬ 
eral other authors’ ’’ have described an 
acute lesion of the pancreas, with edema 
and induration of the organ and evi¬ 
dence of acute inflainination, as shown 
by fever and infiltration of the inter¬ 
stitial tissues with polymorphonuclear 
leucoc3'ies, which may be associated with 
infection from the bile ducts or else¬ 
where. Some cases show small areas 
of fat necrosis hut no pancreatic ne¬ 
crosis, are acute and severe but tend to 
subside more promptly than do cases 
with pancreatic necrosis. The physical 
’ ■ ‘ : ludinga 

’ Many, 

out not all, of tne cases are associated 
with biliary disease. Obstruction of the 
pancreatic ducts, reflux of bile into the 
pancreas and inflammation are given 
a.s the pathogenesis. 

This condition is said to be much more 
common than pancreatic necrosis and 
to represent either a mild form of the 
latter disease or a distinct entity. It is 
known as acute interstitial pancreatitis 
or pancreatic edema. It is undoubtedly 
a good thing that this mild form of pan¬ 
creatitis has been emphasized; however, 
edema of the pancreas is a well known 
early feature of e.xperimental pancrea¬ 
titis produced h)' the injection of irritat¬ 
ing substances into the pancreatic ducts, 
a procedure which produces pressure in 
the ducts similar to that in obstruction. 
It would seem, therefore, that all the 
features of pancreatic edema or acute 
interstitial pancreatitis might be ex¬ 
plained on the basis that it is an early 
form of a pathologic condition of the 
pancreas with the same etiology as pan¬ 
creatic necrosis but in which obstruction 
of the pancreatic ducts has caused onlj' 
edema of the gland with some irritation 
of the interstitial ti.ssue and occasional 
areas of fat necrosis. The presence of 
fat necrosis probably indicates acinar 
rupture with the escape of lipase hut no 
active trypsin. Only the accidental ab¬ 
sence of active trypsin would seem to 


prevent these cases of pancreatic edema 
from being true cases of pancreatic 
necrosis. Probably the whole clinical pic¬ 
ture of this disease is due to obstruction 
of the pancreatic duct in U'hich pancre¬ 
atic edema, hemorrhagic pancreatitis 
and pancreatic necrosis simply repre¬ 
sent different pathologic phases. Of 
course, cases with edema only should 
not be called pancreatic necrosis. Fi¬ 
nally, it must be emphasized that many 
mild cases result in prompt recovery in 
which fat necrosis, hemorrhage and pan¬ 
creatic necrosis arc present in a consid¬ 
erable amount. 

Shock in Pancreatic Necrosis. The 
cause of the profound shock, seen at the 
onset of pancreatic necrosis, has not 
been fully e.xplained. It is prohablj' 
largely the result of the massive and 
sudden injury to the vital vascular and 
nerve tissues which surround the pan¬ 
creas. It has been suggested that it 
may be due to the absorption of split 
proteins as the result of tissue digestion 
Recently Schmieden’ has attributed the 
circulatory collapse to the dilatation of 
the blood vessels caused hy the entrance 
into the circulation of the liberated tryp¬ 
sin. 

DIAGNOSrs 

The diagnosis of pancreatic necrosis 
is not eas}’. It is not, however, as im¬ 
possible as it was iormerly considered 
to be. The difficulty has been that the 
individual physician sees so few cases 
that he is reluctant to depend upon the 
rather striking and typical clinical pic¬ 
ture when it presents itself. The im¬ 
possibility of making an absolutely' cer¬ 
tain diagnosis of this disease, in .some 
cases, is not necessarily a justifiable rea¬ 
son for immediate exploratory lapa¬ 
rotomy. If a case seriously suggests up¬ 
per abdominal perforation, or very acute 
cholecystitis, and a differential diagnosis 
cannot be made, operation may indeed 
be indicated after the circulatory col¬ 
lapse has passed away. However, 'f 
such a case, although in ' r she 
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shows only moderate abdominal symp¬ 
toms which are not immediately alarm¬ 
ing, operation should certainly not be 
done and the progress of the case should 
be watched. 

The differential diagnosis of pancre¬ 
atic necrosis must exclude many acute 
conditions of the chest and upper ab¬ 
domen, most important of which are 
acute biliary disease, perforation of the 
stomach, duodenum or gall-bladder, 
acute intestinal obstruction, ruptured 
appendix with peritonitis, acute coro- 
narv disease, mesenteric thrombosis and 
pneumonia with shock and severe ab¬ 
dominal symptoms. 

The clinical picture and the course of 
this disease vary gr.eatly. Some cases, 
showing typical, severe, initial symptoms 
may progress rapidly downward to a 
fatal termination, while others with an 
equally severe onset may recover in a 
few days. Another group of cases do 
not show the initial shock and extremely 
severe pain and can be distinguished 
from acute gall-bladder disease only by 
the left-sided pain and tenderness and a 
high blood diastase. The tenderness in 
pancreatic necrosis is in both sides of 
the epigastrium, but it is more to the left 
than in most cases of cholecystitis. In 
severe cases of acute cholecystitis the 
tenderness will extend well to the left, 
but it will also extend farther down on 
the right side than is usual in pancrea¬ 
titis. Secretions from a diseased pan¬ 
creas may, of course, escape from the 
lesser peritoneal cavity through the for¬ 
amen of Winslow and flow downward in 
the right lateral peritoneal gutter at the 
outer side of the ascending colon and 
cecum to the pelvis, causing tenderness 
in the lower right side of the abdomen 
and in the pelvis. Such cases are often 
diagnosed as appendicitis. 

The clinical history and physical find¬ 
ings ip typical cases of hemorrhagic pan¬ 
creatitis are quite striking and charac¬ 
teristic. The pain in the epigastrium 
and l)ack is usually instantaneous in on¬ 


set, stabbing in character, and very 
severe. The patient is in shock, is pale, 
cold and sweating, and has low blood 
pressure, anuria and persistent vomit¬ 
ing. He may show a dusky cj^anosis or 
more rarely a pink flush over his body 
with a deep reddish purple in his lips. 
Frequently he is mentally confused and 
too tired to answer questions. His 
temperature is subnormal; his white 
blood count, blood sugar and blood dia¬ 
stase are high. Jaundice and glycosuria 
are occasionally present. The early ab¬ 
dominal S}anptoms are, as a rule, mild 
in proportion to the severe general pic¬ 
ture, but they may later become more 
severe. A mass may appear in the epi¬ 
gastrium in two or three days or later. 

An x-ray examination is at times of 
help by showing a widening of the duo¬ 
denal circle or a displacement of the 
transverse colon or greater curvature 
of the stomach. It may be of negative 
aid by revealing free air in the peritoneal 
cavity, pneumonia or an intestinal ob¬ 
struction. 

A considerable increase in the starch 
splitting ferment, diastase, above that 
normally found in the blood and urine is 
now quite generally recognized as a 
valuable aid in the diagnosis of the con¬ 
dition. Tests for it are said to have 
more than doubled the percentage of 
correct diagnoses. This increase of the 
diastase is present when the pancreatic 
ducts are acutely obstructed or when 
acute damage has occurred in the gland 
itself. The diastase is probably absorbed 
from the obstructed pancreatic ducts or 
injured tissues just as bile is taken up by 
the blood in obstructive jaundice. It 
rises rapidly in the blood in the first six 
to eight hours of the disease and usually 
returns to normal in 36 to 72 hours. The 
ferment is increased in the blood also in 
acute cholecystitis, common duct ob¬ 
struction, peptic ulcer penetrating the 
pancreas and in acute inflammation or 
injury to the pancreas. 

The test for diastase consists in de- 
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termining the amount of sugar produced 
by the hydrolysis of a starch solution by 
the diastase in the patient's blood. The 
test is not too complicated but the lab¬ 
oratory worker does need to have rou¬ 
tine experience with it in order to give 
accurate reports when needed. "I'liis 
experience can be acquired and an occa¬ 
sional unexpected case of pancreatitis 
discovered if the test is requested, not 
only when pancreatitis is suspected, but 
in cases of acute cholecystitis and com¬ 
mon duct obstruction. A high diastase 
in the blood indicates the probable ex¬ 
istence of an acute lesion in the pan¬ 
creas but not the nature or the extent 
of the process. A normal blood diastase 
estimated at the proper time is good evi¬ 
dence against acute pancreatic disease. 

Another test used in the diagnosis of 
hemorrhagic pancreatitis is the estima¬ 
tion of the serum lipase. It consists in 
measuring the effect of the hydrolysis 
of olive oil by the lipase in the patient’s 
serum. It is a rather complicated test 
and has not come into common use. 
According to Comfort®, who has done 
considerable work with it, it is a valuable 
test and has some advantages over the 
diastase estimation. 

It should be emphasized that these 
tests should not be taken independently 
but should be given consideration only 
in the presence of the signs and symp¬ 
toms of acute upper abdominal disease. 

TREATMENT 

The treatment of acute pancreatic 
necrosis may be divided into three 
phases. The first deals with the disease 
in the early days of the acute illness; 
the second, with the later results of the 
process such as pancreatic abscesses and 
cysts; and the third, with the prevention 
of future attacks. 

The initial pain of the acute illness 
must, of course, be relieved with mor¬ 
phine and other sedatives. Blood trans¬ 
fusions and intravenous saline with glu¬ 
cose are useful for shock and vascular 


collapse. The glucose can be covered 
by insulin if it is feared that it will in¬ 
crease the secretion and the escape of 
the pancreatic ferments. Every effort 
should be made to overcome the low 
blood pressure with cardiac and vascu¬ 
lar stimulants. Vasoconstrictors may 
be helpful. In case number five of this 
series the blood pressure promptly re¬ 
turned to norma! and the anuria dis¬ 
appeared rvith the use of small doses of 
ephedrin on the second day of the ill¬ 
ness. Gastric and intestinal distension 
may be relieved by continuous duodenal 
drainage. Attempts also have been 
made to reduce the secretion of pancre¬ 
atic ferments b\' withholding food and 
by the use of atropine in the first few 
days of the illness. 

The controversy regarding the sur¬ 
gical treatment of acute pancreatitis has 
been concerned with its management in 
the early days of the disease. There 
has been much confusion because, at the 
onset of the trouble, the shock which ac¬ 
companies many of the milder cases may 
appear to be as severe as that which is 
manifested by those which later prove 
to be very serious. Moreover, it is now 
realized that the milder cases of pancre¬ 
atitis are much more common than the 
severe ones but that they tend to re¬ 
cover promptly in a few days, while the 
serious cases may rapidly become worse. 
Surgery, therefore, if applied at the on¬ 
set to all cases with severe initial symp¬ 
toms, will result in many unnecessary 
operations and will increase the mor¬ 
tality of not only the severe cases but also 
the milder ones. It would seem rational, 
therefore, to delay surgery in all cases 
until the initial shock or vascular col¬ 
lapse has disappeared. It will then be 
found that the milder cases, which make 
up the large majority, will recover with¬ 
out surgery, while the small minority 
of serious cases which fail to improve 
but show increasing local and general 
symptoms can be treated by surgical or 
nonsurgical means, according to the 
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judgment of the surgeon in each indi¬ 
vidual case. Some of the severe cases 
will end fatall}' without recovering from 
shock; however, such cases will prob- 
abty not be saved by surgical interven¬ 
tion at this early period. 

The general objectives in the operative 
treatment of acute pancreatic necrosis 
have been to stop the progress of the 
disease and to drain away toxic and in¬ 
fectious materials from the abdomen. 
The surgical procedures used have been 
decompression of the common bile duct 
and drainage of the lesser peritoneal 
cavit}^ after free incision of the pancreas. 
Of these, onty drainage of the pancreas 
remains unchallenged. The disease in 
the gall-bladder and common duct is 
now not so commonly treated at this 
early stage unless an acute process in 
these organs accompanies the pancrea¬ 
titis. Decompression of the common 
duct to prevent reflux of bile into the 
duct of Wirsung is also less commonly 
used because it is believed that the forc¬ 
ing of bile into the pancreatic ducts is 
only a very rare cause of pancreatitis. 
Incision into the pancreas itself to pro¬ 
mote drainage is dangerous and useless 
and has been given up b)^ most surgeons. 

The immediate objective of surgery, 
in these more serious cases, has been 
to drain the lesser peritoneal cavity and 
thus remove the free pancreatic fer¬ 
ments and necrotic gland secretions, wall 
off infection, prevent peritonitis and 
control hemorrhage. Whether the re¬ 
moval by drainage of the pancreatic fer¬ 
ments and broken down gland substances 
is possible at this early stage of the dis¬ 
ease is questionable, but it is a procedure 
favored by many surgeons. Hemor¬ 
rhage from the pancreas is rarely in 
large amounts and in itself does not jus¬ 
tify packing of the lesser peritoneal cav¬ 
ity. Infection develops in the necrotic 
pancreas on about the third or fourth 
day of the disease in a certain percent¬ 
age of the severe cases and, while it 
usually becomes safely walled off in the 


lesser peritoneal cavity, yet in some cases 
it is the evidence of such infection which 
is the strongest argument for operative 
intervention. No doubt drainage safely 
established will frequently control this 
infection and prevent peritonitis. Such 
a procedure is, hoAvever, not without 
danger, for the opening of the infected 
area at this early period may spread the 
infection and cause peritonitis, and the 
placing of a large tampon into the lesser 
cavity may introduce infection into what 
would otherwise remain a sterile field. 

Peritonitis, once well established, is 
not easily controlled by surgery or any 
other means and must be treated like 
any case of generalized peritonitis from 
any other cause. 

SchmiedeiP, always an advocate of 
the surgical treatment of pancreatic ne¬ 
crosis, now says (April, 1939) that the 
more severe types of the disease are rare 
while the mild cases are rather common 
and are often masked by biliary disease. 
It is his opinion that the symptoms of the 
disease are due to the absorption of the 
exudates from the pancreas, especially 
trypsin. He warns against operating 
during vascular collapse and against in¬ 
cision of the pancreas and random sur¬ 
gery. He advocates that surgical in¬ 
tervention be limited to drainage of the 
pancreatic area and to the occasional 
drainage of the biliarj'- tract if the dis¬ 
ease is acute. He operates only in the 
niore serious cases of pancreatitis and 
in severe upper abdominal cases in udiich 
a positive diagnosis cannot be made. He 
believes, very definitely, that the clinical 
progress of the disease can often be 
halted by draining away the pancreatic 
exudates. He states that in advanced 
cases of peritonitis drainage should be 
carried out, although little can be done 
for the condition. 

Among the cases which reco's^er from 
the primary phase of this disease there 
will be some with collections of necrotic 
pancreatic tissue, necrotic fat and blood 
too large in amount to be absorbed. 
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Such masses tend to enlarge and to be 
accompanied by fe\'er. leucocytosis, loss 
of appetite, vomiting and marked loss of 
weight. Some cases are infected and 
drainage becomes imperative, while 
others go on for montlis to cyst forma¬ 
tion. Simple drainage in the.se cases 
will usually lead to ultimate recovery. 

However, some of these patients pass 
into a state of asthenia from infection, 
vomit persistently and finally die, a re¬ 
sult which occasionally follows drainage 
of infected areas of pancreatic necrosis 
at an earlier stage of the disease. 

Once a patient has recovered from an 
attack of acute pancreatic necrosis, mea¬ 
sures must be taken to prevent a recur¬ 
rence of the disease. Surgeons gener¬ 
ally have been impressed with the fre¬ 
quency with which disease of the biliary 
tract is associated with this condition. 
In many cases they do not occur to¬ 
gether, and certainly there is no real 
proof other than clinical experience that 
biliary disease does cause pancreatitis. 
However, since the association of these 
two conditions is so common, it is only 
reasonable that, after the patient has 
fully recovered from his attack of pan¬ 
creatitis and careful studies have been 
made, any pathology of the biliary tract 
should he promptly corrected. If no 
such pathology is found, no operation 
should be performed; the patient should 
be kept under careful observation and 
everything done to improve his general 
condition. If we accept the theory of 
Rich and Duif, that obstruction of the 
smaller pancreatic ducts, by a metaplasia 
of the duct epithelium, is an important 
cause of pancreatic necrosis, then in 
many cases the prophylactic treatment by 
surgery or any other means will prob¬ 
ably be ineffectual. 

The prognosis in acute pancreatic ne¬ 
crosis should therefore be guarded, but 
not pessimistic, for the mortality per¬ 
centage is decreasing and recurrences 
are not common. 


CASE REPORTS 

A series of seven cases seen since 
Febniarj-, 1936, are here reported. Six 
of the patients recovered and one died, 
Tire pain was severe in all cases. Three 
patients were in shock and four were 
not. Five cases might be considered 
mild and two were of the severe type. 
In all seven, operation was delayed until 
the initial severe symptoms subsided. 
Si.x cases showed definite gall-bladder 
disease and the sev'enth, evidence of 
patholog)' on x-ray e-xamination. Oper¬ 
ation for correction of the biliary dis¬ 
ease was done in all except three cases. 
One of these patients, with a pancreatic 
abscess, died after simple drainage; one 
had very severe hypertension: and one 
remains to be operated upon, A diag¬ 
nosis of pancreatic necrosis was made 
preoperatively in four out of the seven 
cases. Of the three cases in which a 
diagnosis was not made before opera¬ 
tion, one patient was seen after opera¬ 
tion with the operating surgeon; in the 
other two the diagnosis was missed, 
probabh- because insufficient importance 
was placed upon left sided pain and ten¬ 
derness and because no blood diastase 
estimations were made. 

Case No. 1 Mrs. S. G., .ige 3S. Admitted 
Feb, 10, 1936. 

Diagnosis: Acute cholecystitis, cliolelitliiasis. 

Operation: Cholecystectomy, exploration 
and drainage of the common duct. 

Pathology: Acute pancreatic necrosis of 
considerable e.xtent and fat necrosis. 

History of mild gall-bladder disease since 
1928, Stones visualized in 1935. Recently 
continuous right epigastric distress and tender¬ 
ness. Onset of present illness, Feb 9. 1935 
Extremely set ere, sudden epigastric pain and 
continuous vomiting. Relief by !ie,ivy doses 
of morphine. Patient pale, deiiydrated. quite 
ill but not in shock. Moderate tenderness in 
the whole epigastrium. Slightly jaundiced 
Temperature was 99 , pulse SS, respiration 22. 
hemoglobin 78, red blood count 4.080,000. 
white blood count 16.400, uitli polymorpho¬ 
nuclear leucocytes 97 per cent, blood sugar 99 
mg., and icterus index 20. Urine showed a 
trace of albumin and no sugar. Blood diastase 
not done. Operation performed Feb. 14, 1936, 



146 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


with patient in good condition. Stormj' con¬ 
valescence, including fever, high white blood 
count much nausea and vomiting. Good re¬ 
covery with no discharge of pancreatic secre¬ 
tions and no further trouble with pancreatic 
pathology. Discharged March 16, 1936. 

Case No. 2. Mrs. V. W., age 49. Admitted 
Feb. 24, 1936. Seen late in illness with oper¬ 
ating surgeon. _ . 

Diagnosis: Abscess m midepigastrium. 
Operation: Drainage of pancreatic abscess. 
Pathology; Chronic cholecystitis, cholelithi¬ 
asis, acute pancreatic necrosis, pancreatic 
abscess. 

Historv of biliary disease for last five years. 
Onset of present illness Feb. 3, 1936, with 
severe boring pain in the epigastrium and back, 
much nausea and vomiting. Relief by mor¬ 
phine. Gradual improvement until Feb. IS, 
vdien she began to show general malaise, fever, 
soreness and a large mass in the epigastrium. 
Temperature was 102.5, pulse 120 respiration 
20, hemoglobin 68, red blood count 3,580,000, 
white blood count 20,000. Urine showed trace 
of albumin and no sugar. B| 9 od diastase not 
tested. Abscess drained on Feb. 25. btones 
in gall-bladder not disturbed. Patient con¬ 
tinued with a moderate fever, inability to eat. 
discharge of large amounts of purulent ma¬ 
terial ^She died in an advanced state of 
Shenia on April 16. 1936, on the fifty-first 
day of her illness. 

CrsE No. 3. Mrs. S. A., age 48. Admitted 
Tune 23 1936. Diagnosis; Chronic cholecys¬ 
titis, cholelithiasis, and acute pancreatic ne- 
crosis* 

Not operated upon. History of frequent 
crall-bladder attacks for years. Onset of pres¬ 
ent illness, June 23, 1936. with e.^reme y 
severe epigastric pain radiating to left back, 
and persistent vomiting. Given one and one- 
fourth grains of morphine for relief. Patient 
Quite ill but not in shock. Tenderness through- 
mit epigastrium extending well around left 
costal margin. Pulse 140. temperature 99, 
respiration 30. Patient dehydrated. Blood 
pressure, systolic 24S, diastolic 116 Weight, 
240 pounds. Hemoglobin 114, red blood count 
6020.000. icterus inde.x 20, blood sugar 256, 
biood'diastase 125 (normal, this method 8-16). 
Urine showed heavy trace of albumin, no 
sugar. X-ray showed stones in gall-bladder, 
widening of duodenal circle but no deformity 
of stomach. Patient recorered completely in 
29 days. Operation for biliary disease delayed 
because of hypertension. Operated upon suc¬ 
cessfully two years later at another hospital. 
Xo note made of pancreas Ui^chargcd Julv 
22. 1936. ■ ' 


Case No, 4. Mrs. M. K., age 40. Ad¬ 
mitted Dec. 18, 1937. Seen in consultation 
with operating surgeon. 

Diagnosis; Chronic cholecystitis, cholelithi¬ 
asis, acute pancreatic necrosis. 

Operation: Eighth day of illness, chole- 
cystostomy and drainage of pancreas. 

Pathology: Chronic cholecystitis, cholelithi¬ 
asis, acute pancreatic necrosis. Pancreas en¬ 
larged about six times. Extensive fat necro¬ 
sis. 

Onset of symptoms Dec. 13, with severe 
pain in epigastrium, persistent vomiting. Pa¬ 
tient in moderate shock, could answer ques¬ 
tions with difficulty. Moderate, persistent 
tenderness in whole epigastrium. Temperature 
99, pulse 100, respiration 20. Urine showed 
trace of albumin and no sugar. Blood diastase 
not tested, icterus index 5, hemoglobin 82, 
red blood count 5,450,000, white blood count 
26,000. Patient in considerable shock from 
operation on Dec. 21. No drainage of pan¬ 
creatic secretions on dressings. Patient made 
a complete recovery, with no recurrence to 
date. 

Case No. 5. Mrs. B. C., age 22. Admitted 
Nov. 10, 1939. 

Diagnosis : Acute pancreatic necrosis, chronic 
cholecystitis. 

Operation not yet performed. 

History of similar but milder attack one 
month ago. Onset of present illness at 2 a. m. 
on Nov. 10, 1939, with severe pain in the whole 
epigastrium, continuous vomiting, weakness 
and fainting. Tenderness in entire epigastrium, 
lower right quadrant and pelvic floor. Skin 
of body showed a pink flush and lips were 
deep reddish purple. Admitted to hospital at 
9:45 p. m. day of onset. Pulse 120, tempera¬ 
ture 100, respiration 20. Systolic blood pres¬ 
sure 50, diastolic 5. Urine very scant, albumin 
heavy trace. Hemoglobin 75, red blood count 
4,160,000, white blood count 31,0Cl0, segmented 
polymorphonuclear leucocytes 44, stabs 48, 
juveniles 5, blood chlorides 595 mg., blood 
sugar 101 mg., blood diastase 305 mg. (normal 
80-150). Shock, low blood pressure (systolic 
75, diastolic 40) and anuria continued until the 
third day when, after small doses of ephedrin, 
the blood pressure became normal and the 
urine was secreted freely. Epigastric tender¬ 
ness continued for 10 days, after which all 
symptoms were gone. Patient discharged on 
Nov. 25, 1939, after careful studies had showed 
poorly functioning gall-bladder. Further x-ray 
studies were made on Jan. 15, 1940, and as the 
abnormality still persisted, operation has been 
advised. 

Case No. 6. Mrs. A. H., age 58. Admitted 
Nov. 10, 1939. 
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Diagnosis: Chronic cholecystitis, cholelithi¬ 
asis, acute pancreatic necrosis. 

Operation; Cholecystectomy, exploration and 
drainage of common duct. Pancreas not 
drained. 

Pathology’: Chronic cholecystitis, cholelithi¬ 
asis, area of acute pancreatic necrosis 2 inches 
in diameter in head of pancreas, fat necrosis. 

History of old and recent gall-bladder dis¬ 
ease. Onset Nov. 9, 1939, with sudden, severe 
pain m epigastrium boring into }eft back and 
spine, much nausea and vomiting. Relief by 
large doses of morphine. Patient not in shock. 
Soreness in whole epigastrium more marked 
to left below costal margin; no mass, x-ray- 
visualized gal! stone in gall-bladder. Pulse 
90, temperature 99. respiration 22. Hemo¬ 
globin 87, red blood count 4,410,000, white 
blood count 15,400, segmented polymorphonu¬ 
clear leucocytes 63, stabs 26, blood sugar 93 
mg., icterus index 11.2. blood diastase 421 
mg. in terms of glucose. Urine showed trace 
of albumin, sugar negative. Operation on 
Dec, 11 with patient in good condition. No 
drainage of pancreatic secretions. Good re¬ 
covery ; no recurrence to date. 

Cask No, 7. Mrs. J. DuP., age 56. Ad¬ 
mitted Jan. 7, 1940. 

Diagnosis: Acute cholecystitis, cholelithiasis, 
acute pancreatic necrosis and deep left-sided 
pain and tenderness. Diagnosis of pancreatitis 
depended on very high blood diastase. 

Operation: Cholecystectomy. Pancreas not 
drained. 

Pathology: Acutely distended, edematous 
gall-bladder with stone obstructing cystic duct. 
Normal common duct with no palpable stones. 
Pancreas enlarged, edematous, filled with small 
areas of fat necrosis. No hemorrhages No 
free fluid. 

History of many attacks of cholecystitis, 
last one in July, 1939. Onset of present ill¬ 
ness was Jan. 4, 1940, while down town. Was 
able to go home in street car. Severe mid- 
epigastric pain radiating to back and spine 
Relief with one-half grain morphine Vom¬ 
ited only once after first dose of morphine. 
Pain of this attack very severe but just hke 
other attacks of gall-bladder trouble and no 
more severe. Patient in severe pain when seen 
Jan. 7. Tenderness in whole epigastrium but 
more marked over gall-bladder and downward. 
X-ray showed distended gall-bladder filled with 
stones. Patient quite ill but not in shock. 
Temperature 100, pulse 90, respiration 22. 
Hemoglobin 100, red blood count 5,450.000, 
white blood count 18,500, icterus index 23, 
pre-operative blood diastase 1.694 mg in terms 


of glucose. Urine negative for albumin and 
sugar. Blood sugar 120 mg. Operation on 
Jan. 7 because of fear of perforation of gall¬ 
bladder. Blood diastase on Jan. 9, 116 mg 
and icterus index 7.S. On Jan 11. diastase 76 
mg. and icterus index 6.7. Patient recovered 
after stormy postoperative period. No drain¬ 
age from pancreas. No recurrence to date. 

CONCLUSION 

In conclusion, it would seem that much 
of the confusion regarding the etiology 
of this disease would disappear if the 
obstruction theory of the causation of 
pancreatic necrosis were accepted as a 
working hypothesis and if it were con¬ 
sidered that the pancreatic edema, fat 
necrosis, pancreatic necrosis, hemor¬ 
rhage, suppuration and peritonitis were 
only different pathologic manifestations 
resulting directly from the obstruction 
of the pancreatic ducts and the escape 
of the pancreatic ferments. Moreover, 
the controversy regarding the treatment 
of tlie disease can be much simplified if 
operation is delayed until the primary 
shock has disappeared and the milder 
cases have been eliminated. The more 
serious cases which do not show reason¬ 
ably prompt improvement may then be 
treated by delay or immediate surgical 
drainage of the pancreas, as wise sur¬ 
gical judgment may decide. 
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DISCUSSION 

Dr. W. R. Lovelace (Albuquerque, N. M.) : Dr. 
Smead has given a very comprehensive presentation 
of a difficult and controversial subject, and has em¬ 
phasized the necessity for conservative therapy. 

In a recent review on acute pancreatic necrosis in 
Japan, Tsuji found that out of a total of 68 patients, 
only 20 were women, while in the U. S. most cases 
occur in women. The hospital mortality on 50 patients 
that were operated on was 18 per cent, in contrast to 
8 deaths in the 18 cases that were treated conserva¬ 
tively. Gall stones were found in only one case. In 
doubtful cases, Tsuji advocated abdominal paracente¬ 
sis in the left hypochondrium. 

An unusual clinical cause of acute pancreatitis was 
in a case described in 1939 by Fordy, in which the out¬ 
let of the ampulla of Vater was completely obstructed 
by an impacted piece of barley corn. Tsuji presents 
a point in favor of Rich and Duff’s contention, pub¬ 
lished in 1936, that metaplasia of the epithelium of the 
branches of the prancreatic ducts leads to partial ob¬ 
struction, with consequent dilatation and thinning of the 
acini and ductules behind the obstruction, so that at 
the time of active digestion the pancreatic secretions 
collect under sufficient pressure to rupture the finer 
ducts, thus allowing the secretions of the duct to es¬ 
cape into the pancreas. Tsuji found that the majority 
of his patients dated the onset of symptoms to shortly 
after eating or drinking alcoholic beverages. 

.According to Larson, the absence of bile in the 
vomitus may be an additional finding of great value 
in the diagnosis of the presence of ampullar obstruc¬ 
tion. If the patient is not vomiting, aspiration of the 
duodenal contents is a relatively easy procedure and 
may serve as a means of determining the patency of 
the common bile duct. 

Fallis (December, 1939) emphasized the fact that 
blood borne infection is a possibility clearly indicated 
by the occasional development of acute pancreatitis 
in a patient with mumps. Fully 60 per cent of his 
series of 26 cases at the Henry Ford Hospital gave a 
history of previous gastro-intestinal disease. Between 
10 and 15 per cent of the patients with acute pancre¬ 
atitis had either a bluish discoloration of the skin 
in the flank (Gray-Turner sign) or around the um¬ 
bilicus (Cullen’s sign). 

The value of the urinary diastase as an adjunct 
in the diagnosis of acute pancreatic necrosis has been 
emphasized by Smythe. as well as Linn and Fallis, 
on the basis of animal e.xperimentation where acute 
pancreatic necrosis was produced by the injection of 
small drops of metallic mercury into the pancreatic 
arteries at a time when the pancreas was stimulated to 
the height of its secretorj' activity. Smythe advocates 
the use of a modified Wohlgemuth method for the 
determination of urinary diastase. The urinary diastase 
begins to rise 6 to 8 hours after the onset of the 
disease, and usually returns to normal by the end of 
72 hours. 

.As recently emphasized by Boothby, Majo, and 
Lovelace, 11, postoperative inhalation of 100 per cent 
oxygen insures a thorough o.xygenation of the blood 
and lungs, thus favoring healing, helps prevent abdom¬ 
inal distention, and combats the development of shock, 
since it is well known that anoxia of the blood and 
tissue is a factor of utmost gravity in the production 
of shock. Transfusion of the blood is given to increase 
the volume of oxygen-carrying power of the circulat¬ 
ing blood and to elevate the arterial pressure. Trans¬ 
fusion and the administration of pure o.xygen are a 
useful combination, Iwth in the prevention and in the 
treatment of shock. The sooner that shock can be 
alle\iated, the sooner it is possible to operate, and the 
better is the prognosis. 


Approximately 70 per cent of the gas in the intes¬ 
tines is nitrogen. The inhalation of the pure oxygen 
reduces the nitrogen partial pressure in the lungs to 
practically zero. As a result, the nitrogen in the blood 
diffuses into the alveoli and is then expired, since a 
gas always diffuses from a region with a higher pres¬ 
sure to a region with a lower pressure. In the same 
manner, the resulting reduced partial pressure of nitro¬ 
gen in the blood allows this gas to diffuse more rapidly 
from any body cavity w'here the nitrogen pressure 
is compratively high, such as the intestines. 

Continuous suction by the Wangensteen method, 
through a Miller-Abbott tube, is the best method for 
intestinal decompression, but great care is necessary 
to avoid depletion of the chlorides and to maintain 
a normal blood chemistry. Continuous hot stupes and 
a rectal tube should always be used. 

During the past year and a half. Alayo and Love¬ 
lace. II, acting on the results obtained by Fine and 
his coworkers, have found the administration of 100 
per cent oxygen to be an effective adjunct to the above 
measures in reducing especially severe cases of gastric 
distention. Administration of oxygen by either the 
nasal or oral-nasal type of apparatus has proved to 
be comfortable, efficient, and economical. 

I heartily approve Dr. Sinead’s thesis, which he has 
so thoroughly presented, and I am in complete agree¬ 
ment with the type of therapy which he has .outlined. 

Dr. C. D. Brooks (Detroit, Alich.) pointed out 
that if operations are performed early, in gall bladder 
diseases, as they ought to be, and the condition is not 
allowed to go on year after year, a great deal of pan¬ 
creatitis can be prevented. In his opinion, 90 per cent 
of the cases of pancreatitis have been accompanied with 
gall stones. He pointed out that Dr. Smead had cov¬ 
ered differential diagnosis extremely well from a clin¬ 
ical standpoint, and added that massive coronary 
thrombosis, mesenteric thrombosis and pancreatitis are 
about the only things to consider. He said that cases 
of acute gangrenous cholecystitis or of massive cor- 
onao’ thrombosis or of mesenteric thrombosis or of 
acute pancreatitis are not relieved by one h 3 'podermic, 
although in almost every other disease entity relief 
is obtained by a hypodermic of one quarter, repeated 
perhaps in a couple of hours. The pain is not colicky; 
it is achy and dull in character. In his experience most 
of these cases of acute pancreatitis have been fol¬ 
lowed by gall bladder disease. He agreed with the 
essayist that when patients are admitted to the hos¬ 
pital with symptoms of shock, they should not be 
operated upon until their condition is improved. For 
more than two years he has treated all his cases with 
o.xygen upon entrance to the hospital. Lividity of the 
cheek and lipase are among the important diagnostic 
factors. As additional treatment, massive stupes are 
placed over the entire abdomen. These are six inches 
thick and extend from the chfst to the pubes and 
around the back; they are held in place with a binder. 
The patient is then given 100 per cent oxygen; for 
the last year and a half a large dose of sulfanilamide 
has been given; in every case the Miller-Abbott tube 
IS used; duodenal drainage relieves the duodenum of 
the secretion, and this at times seems to relieve the 
patient. Through this tube a normal tw'o per cent 
saline solution is given to overcome dehydration. All 
patients are given blood transfusions; a small amount 
of blood given at one time (350 cc. twice a day) is 
preferable to one massive transfusion. After the cir¬ 
culation has improved and the pulse rate has fallen to 
around 100 and^ some of the cyanosis has disappeared— 
a_ condition which is often produced by the administra¬ 
tion of morphine, heat, suction, blood transfusions and 
glucose intravenously^peration is advised. The oper¬ 
ation, done under spinal anesthesia given in small 
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die Gewebe ist. Um unnotige Opera- 
tionen zu vermeiden sollte erst operiert 
werden wenn der Shock verschwunden 
und ein milder Fall ausgeschlossen ist. 
Die scliwereren Falle die dann noch 
keine Besserung aufweisen kdnnen op- 
erativ behandelt werden. 

SUMARIO 

Procedimiento d sepiir en la pancreatitis 
necrofica aguda 

Tratamiento conservative de la pan¬ 
creatitis aguda con necrosis y la inclus¬ 
ion de muchos cases lijeros debido a 
mejores metodos de diagnostico han re- 
ducido la mortalidad de esta enfermedad. 
Una hipotisis para la base de la etiologia 
es encontrada en la teoria de que la 
enfermedad es debida a la obstrccion 
y rotura del conducto pancreatico con el 
escape dentro de el pancreas de lipasas 
y tripsinas. Para evitar cirugia innece- 
saria la operacion debe de ser retardada 
en todos los casos hasta que el shock haya 


desaparecido y los casos lijeros han side 
eliminados. Los casos mas series los 
cuales no muestran mejoramiento pue- 
den ser tratados entonces con cirugia. 

RIASSUNTO 

Maneggio della necrosi acuta del 
pancreas 

Trattamento riservato dei casi di ne¬ 
crosi acuta del pancreas, e I’addizione 
di molti casi lievi dovuti a migliori me- 
todi di diagnosi, hanno ridotto la mor- 
talita di questa malattia. Una possibile 
ipotesi per I'etiologia si trova nella 
teoria che il morbo sia dovuto ad una 
ostruzione e rottura dei canali pancre- 
atici con fuga di lipa,se e tripsina nel 
pancreas. Per evitare chirurgia super- 
flua, Toperazione dovrebbe essere differ- 
ita in tutti i casi fine a che lo shock si 
sia calmato e i casi lievi siano stati 
eliminati. I casi piu gravi i quali non 
dimonstrano alcun miglioramento pos- 
sono essere operati. 


E. B. Krumbhaar has been chosen president 
of the College of Phj'sicians of Philadelphia for 
1940. O. H. Perry Pepper was elected vice- 
president; J. Harold Austin, secretary; John B. 
Flick, treasurer; A. P. Brubaker, Charles W. 
Burr,’ Francis R. Packard and John H. Gib¬ 
bon, censors; and Robert H. Ivy and T. Grier 
Miller, incoming councillors 

Xcw officers of the Pathological Society of 
Philadelphia, elected Jallu,lr^ 11, are; Dr. Jef¬ 
ferson H. Clark, president, Dr. R. Philip Cus¬ 
ter, vice-president, and Dr. Herbert L. Rat- 
cliffe, secrctari-treasurer 

Lectures were gu en in the medical centers of 
Argentina by the follouuig Professors Roven- 
stine, Xcw York ( ancbtlusta) ; Grey Turner, 


London, (surgery) ; G. Marahon, Madrid; G. G, 
Voronoff, Paris, and George Harrop. 


Dr. Eldridge L. Eliason, professor of sur¬ 
gery, University of Pennsylvania, and Dr. Frank 
H. Lahey, Lahey Clinic, Boston, will present 
a symposium on “Cholec 3 ’stitis and Cholelithiasis 
With and Without Jaundice" under the auspices 
of the Section on Gastroenterology of the Med¬ 
ical Society of New Jersey at Haddon Hall, At¬ 
lantic Citj’, on June 5, 1940. This session will 
be held in connection with the one hundred and 
seventy-fourth annual meeting of the Medical 
Society of New Jerse)'. Dr. Hyman I. Gold¬ 
stein, of Camden, N. J., is chairman and Dr. 
Carroll Deane Smith, of Paterson, N. J., is 
secretary of the Section on Gastroenterology. 
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T he principal object of this work 
is to call attention to the indica¬ 
tions and advantages from the use 
of properly prepared dead bone used in¬ 
stead of autografts. 

PHYSIOLOGY OF OSTEOGENESIS 
It would not be possible to treat in this 
article the problem of the biology of 
bone grafts, because of the obscurity that 
still surrounds it. Nevertheless it seems 
that no fragment of bone, dead or alive, 
of homoplastic origin, is capable of con¬ 
tinuing its life unchanged. It always 
suffers a profound modification by the 
surrounding tissues. The Haversian 
canals and all other spaces are progres¬ 
sively invaded by young connective tis¬ 
sue: later on, the calcareous hone sub¬ 
stance is absorbed to be replaced entirely 
by new bone. It is possible that in liv¬ 
ing bone graft transplants, some trans¬ 
planted living cells may continue to de¬ 
velop, but most of them disappear and 
are replaced by new cells derived from 
the surrounding tissues. Undoubtedly 
the grafts have mechanical functions 
(sustaining and refilling), chemical func¬ 
tions (as a source of mineral salts in 
situ), morphological functions (thebone 
canals serving as guides to the medul¬ 
lary cells, promoting the formation of 
new bone within the graft) and per¬ 
haps, a biological function, stimulating 
osteogenesis; this is more energetic in 
autografts or homoplastic grafts than 
with dead bone. Whether the graft is 
completely reabsorbed is perhaps of little 
importance if the same is opportunely 
replaced by new bone. 

The evolution of grafted bones, seen 
radiographically, discloses that after 


some time the respective shadows be¬ 
come clear, reduced and finally disap¬ 
pear, as if invaded by new bone tissue. 
Leriche and Policard’s theory is that of 
calcium mutation, i.e., bones during life 
undergo perpetual recomposition, some¬ 
times becoming decalcified and at other 
times recalcified, according to organic 
necessities. In new bone formation, 
calcium phospate substances, dissolvable 
by osteolysis, are necessary in the sur¬ 
rounding tissues. A bone graft suffers 
immediate lysis or partial destruction 
of its structure, being attacked by the 
surrounding tissues. By a mixed’ phe¬ 
nomenon of lysis and osteoclasis, the 
walls of the bone are progressively at¬ 
tacked; a process of repair and recon¬ 
struction soon follows. 

ROLE OF PERIOSTEUM 

Is the osteoblast a specific element of 
particular osteogenetic value, or is it a 
modified form of a fibroblast? Lexter 
taught that the periosteum and medulla 
are the only tissues of the adult from 
which bone tissue can be formed in a 
direct manner. Leriche and Policard, 
on the other hand, believed that all young 
connective tissue, if circulatory condi¬ 
tions are not favorable, may be ossified. 
For bone formation, it is sufficient to 
provide the necessary mineral materials. 
A transplanted graft serves as a guide 
and as a resevoir providing calcareous 
salts. 

One of the mos 
role played by tl 
genesis. Some a 
formation of bo 
from the osteogc 
osteum, and the 
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role to the medulla and endostial ele¬ 
ments. Other authors, on the contrary, 
ascribe to the periosteum no osteogen- 
etic function. New bone formation is 
produced, they believe, at the expense 
of the grafted bone cells; still others 
maintain that bone formation results ex¬ 
clusively from the graft. 

Leriche and Policard, contrary to the 
traditional doctrine of Ollier, studied 
the osteogenetic function of the peri¬ 
osteum. They say that the periosteum is 
nothing more than a fibrous membrane 
surrounding the bone, no cell layer ex¬ 
isting between both. If the periosteum, 
when separated, forms bone, it is only 
because there were withdrawn with it 
some microscopic bone elements that re¬ 
mained adherent to its inner wall; the 
periosteum constitutes a connective tis- 
Le easily undergoing ossification, the 
bone granulations providing the indis¬ 
pensable calcium materials. Albert main¬ 
tains that all young or renewed tissues 
can be ossified under certain favorable 
conditions if bone is provided. Bone 
forming cells are found in the perios¬ 
teum, and the presence of phosphorous 
and calcium salts in the general econ¬ 
omy suffices to generate bone; the peri¬ 
osteum need not be neai a bony or cal¬ 
careous deposit. 

Two practical conclusions may be 
drawn: (1) Periosteum is capable of 
producing bone without the presence of 
nearby calcium deposits; (2) bone with¬ 
out its periosteum or dead bone sur¬ 
rounded bv young connective tissue is 
capable of being transformed into living 
bone tissue. Therefore one is justified 
in using as the same “graft” a dead bone 
transplant properly prepared and con- 
venientlv placed on a bed of young con¬ 
nective tissue. 

living versus DE\D bone GRA.FTS 
It is universally admitted that living 
autoplastic graft? Iiccome better adapted 
to the patient than dead bone grafts; 
the former, protected by the periosteum. 


possesses the more marked osteogenetic 
attributes, and in any event, the bone 
graft acts as a foreign body, preventing 
the bony ends from remaining separated 
and the intervening space from being 
filled by connective or scar tissue, thus 
frustrating attempts at osteogenesis. 
Contrary to nonabsorbable bodies, 
quickly embodied bone transplants 
through their inherent qualities soon 
come into close association with the sur¬ 
rounding tissues. In recent years the 
superiority of living grafts over dead 
grafts has been questioned. 

Dead bone, the use of which is cred¬ 
ited to Waldenstrom and Svante Orell, 
is said to be better than other materials; 
it is devoid of soft tissues and therefore 
allows easier penetration. In some clin¬ 
ics (Leriche’s, etc.) “os purum” has 
been widely used. I have used it exten¬ 
sively in my clinic. I have gained the 
impression that in many cases of pseudo¬ 
arthrosis and vertebral grafts the os 
purum, when conveniently placed, grows 
again, and lives as long as a living auto¬ 
graft. Porous bone grafts are the best 
of all types of grafts for transplanta¬ 
tion. The extraordinary speed with 
which a bony cavity filled with “os pur¬ 
um” becomes covered with sound bone 
is really surprising. One may say that 
the “os novum” derives its nourishment 
from os purum placed under the peri¬ 
osteum. Once the os novum is trans¬ 
planted, it is more easity incorporated 
than grafts that have not been previ¬ 
ously prepared. It has not been dem¬ 
onstrated that partiall)’’ revived os no¬ 
vum is viable bone. According to Orell, 
young bone fragments are absorbed, the 
soft tissue remaining alive. 

If bone grafts act as splints and as 
sources of supply of phosphorous and 
calcium salts, dead tissue grafts must 
give results identical to those of living 
bone tissue (autografts) or those of 
revived bone (os novum). 
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USE OF OS PVKUM 

Os puruni is preparal fioni frosh 
bones obtained by surgical .'inipntalions 
or from bones coming from the atiatfoir, 
especially ox bones, Oreil'; technic of 
preparing these follow s ■ 


and ela.stic connective tissue in the be¬ 
ginning stages of ossification. The site 
of election for transformation of this os 
puruni is underneath the periosteum of 
the inner surface of the tibia. Accord¬ 
ing to Oreil, os novum insures osteogen- 



Figs. 1. 2 and S Rocntgfiv' 
posterior and lateral vk-ws 

lateral viess, taktu 2o 


'gram' ut Unnliar spmc of Mr. A. B. Figs. 1 and 2, antero- 
rv^pecttvclj. taken June 2, 2929, before operation. Fig. 3, 
2’/ in.inthN after opemtinn 


The soft tissues are first reiiioied niecitaii- 
ically. Their albummntd .substances, especially 
the blood .albumins, are c.stractcd by me.ans of 
a protracted batli in saline .solution Neat 
decaicification is accomplished by treating the 
hones witli caustic potasli. lye. and iasth. the 
grease is removed by .acetone Tlie bone is 
then carefully washed and preserved m a dry- 
state. The bone thus obtained for grafting is 
a dead bone deprived as much as possible of 
its organic components. 

The os purum constitutes the most 
favorable form of dead graftst it is 
tolerated perfectly, for its empty canal.s 
are admirablv adapted to rehaliit.atioii. 
Generallv, porous bone is more readily 
and easily absorbed than compact hone, 
which is resorbed with difficulty, hut on 
the other hand, the former is more 
brittle; therefore, m every case, the most 
adequate bone must be selected, accord¬ 
ing to the particular necessities. 

In order to supply vital elements to 
the os purum, Oreil places it under the 
periosteum from four to eight weeks. It 
is then extracted, partially rehabilitated 
and surrounded by a newly formed soft 


csis. thanks to the living periosteal tissue 
m ample proliferation. The survival 
and incorporation of these tissues in the 
bed of the graft is the sine qua non of 
success. It i.s essential to fix the trans¬ 
planted graft tightly to the ends of the 
bone, creating intimate contact with 
these, without permitting mobility of 
any kind. The graft must penetrate 
deeply into the receptor tissues in order 
to obtain perfect union. A persisting 
sliding movement stimulates the connec¬ 
tive tissue to mature rapidly, to which 
c.xtent it interferes with osteogenesis. 
The receptor tissues must be in a healthy 
condition. Os purum grafts depend up¬ 
on the osteogenetic properties of the tis¬ 
sues at the site of implantation. It is 
essential that no violent trauma occiirs. 
Orel! insists upon the necessity of taking 
great care of the bone, the periosteum 
and the medulla whence the first rela¬ 
tions with the new bone will arise. Ac¬ 
cording to Oreil, also, the success of an 
os purum graft depends upon carefully 

' 4 ) 1 ’. 
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placing it within specifically osteogen¬ 
ous sound tissues. 

AUTHOR’S EXPERIENCE 
At our clinic in INlexico City, we have 
performed some operations with heter¬ 
ogenous os purum grafts that were pre- 


Os Pnrniii Graff in Pseudoarthrosis. 
I present the roentgenograms of Mr. 
A. M., who suffered a subcutaneous frac¬ 
ture of the right radius at its middle 
third. Osteosynthesis with silver wire 
was performed by another surgeon, 
which failed; pseudoarthrosis developed; 



Figs. 4, 5 and 6. Roentgenograms of right radius, 
middle third, of Mr. A. M. Fig 4, nonunion of bone fol¬ 
lowing osteosynthesis with silver wire (still in place), 
with pseudoarthrosis. Fig. 5, “os purum” graft in place 
following remoxal of silver wire. Fig. 6, absorption of 
“os purum” has occurred and function of arm is almost 
xvholly restored. 


pared under our personal direction. We 
prefer to use these grafts instead of the 
os novum grafts because of greater ease 
of technic. Patients operated on in this 
manner experience less pain and we be¬ 
lieve that os novum offers no advantages 
over os purum. 

Tuberculous Spondylitis. In these 
cases (Pott) we have performed the 
classical operation of Albee, placing the 
o-raft deep into the split spinous proces¬ 
ses ; rarely do we resort to lateral spinal 
graft at the sides of the spinouN pro¬ 
cesses. Figures 1. 2 and 3 are in point. 
Thev represent roentgenogram-, of Mr. 
A. B. and show the lumbar spine before 
( June 2, 1939) and after (.\ug. 20 of the 
same year) Albee s operation, depicting 
the graft in its place. This patient has 
shown an excellent tolerance towards 
the grafted bone. The operative result 
was entirely satisfactory. 


the patient also presented an intolerance 
to the silver wire. Pronation and su¬ 
pination were excrutiatingly painful and 
the ends of the bone were becoming de¬ 
calcified. We inlaid a small bar of os 
puruin. The result was: disappearance 
of pain on motion; the recovery of most 
of the movements of the forearm, espe¬ 
cially pronation and supination. The 
roentgenograms in Figures 4, 5 and 6 
were taken before and after the opera¬ 
tion. ^ 

Gi-aft in An Old Fracture of the Pa¬ 
tella. Mr. F. J. had a comminuted frac¬ 
ture of the patella. An os purum graft 
was done, as can be seen in Figures 7 
and 8. The results were excellent. 

INDICATIONS FOR USE OF OS PURUM 

Indications for the use of os purum 
grafts are exceedingly numerous. This 
material may be used to fill the holes in 
the skull following trephining. This 
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ZUSAMMENFASSUNG 

' f 

Heterogene Knocheniransplantate 

Der Ausdruck' heteroplastisches 
Transplantat bezeichnet die Benutzung 
eines Tierknochenfragmentes auf einen 
Menschen, zum Unterschied von homo- 
plastischen Transplantateii wobei das 
Transplantat von der selben Person her- 
stammt, meistens von der Innerflache 
der Tibia. Der Verfasser, nach sorg- 
faeltiger Vorbereitung von frischen 
Knochen von abattoir nach Regein von 
Swante Orell, wendet sie an wo immer 
die Transplantate indiciert sind. Die 
Resultate sind dankbar. Umsomehr, da 
dem Patienten die Entfernung eines ge- 
sunden Knochenstiiskes fiir Transjjlan- 
tat erspart wird. Durch dieses Vor- 
gehen wird die erste Operation unnotig 
Ausserdem sind dadurch Fragmente 
verschiedener Grosse und Form her- 
stellbar. Illustrative Falle werden ge- 
boten. 

SUMARIO 

Injertos de hnesos heterogeneos 

El termino injerto “lieteroplastico” 
significa el uso de fragmentos de hueso 
animal en el hombre, contrastado con el 
injerto “homoplastico” tornado de la 
misma persona, generalmente de la por- 
cion interna de la tibia. El autor si- 
o-uiendo las reglas de Svante Orel!, des¬ 


pues de propiamente preparar hueso 
fresco obtenido del matadero, los aplica 
en esas condiciones donde injerto de 
hueso esta indicado. Lo.s resultados de 
este metodo son alentadores. Ademas, 
el enfermo no sufre la operacion de ex- 
traccion de hueso sano para el ingerto. 
En_pte procedimiento, la primera ope¬ 
racion se hace innecesaria. Varias for¬ 
mas y medidas de fragmentos de huesos 
estan a nuestra disposicion. Casos ilus- 
trativos son citados. 

RIASSUNTO 

Tropianto osseo eterogeneo 

II termine “eteroplastico” significa 
I’uso di frammenti ossei di animali 
nell uomo, per distinguerlo dal trapianto 
“omoplastico”, preso dalla stessa per¬ 
sona in generale dalla regione antero- 
mediale della tibia. L’autore seguendo le 
prescrizioni di Svante Orell. di pre- 
parare ossa di animali ottenuti da nn 
macellaio, gli applica in condizioni nei 
quali un trapianto e indicato. I risul- 
tati di questo metodo sono buoni. Di 
pill il malato risparmia una seconda in- 
cisione per la rimozione del trapianto, 
pel che qui questa non e necessaria. 
Pezzi di osso in diverse formi possono 
essere conservati. Casi illustrativi sono 
citati. 
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IMPORTANCE OF AIR WAY IN ANESTHESIA 

() CARD[-:,VAs, M.D. 

CHICAGO 


A n unobstructed .nr nay is one oi 
the fimdaintm.il yrinciplc; on 
which the administration of an 
inhalant anesthesia m based If the air 
way is perfectly cle.n tlie anesthetic is 
brought into contact nitii all the in¬ 
ternal ivaUs of the aheoJi. It is obvi¬ 
ous that the anestlietist imist coiistanily 
bear in mind the iiiipnrtame of a clear 
air way. Advancements m die discoterv 
of different kinds of aiie.stlietics should 
not e-vcced the knon ledge of tlieir ap¬ 
plication to the patient 
The importance of the air passage 
forces us to consider the study of the 
ventilation of the lungs accordinp to 
the anatomic divi.sinns of the respiratory 
tract, and for this purpose it can be 
divided into nasal, ortil, pharyngeal, 
larjmgeal, bronchial and ah-eolar pas¬ 
sages, Each anatomic portion should 
be considered separately. 

CWSES OF OBSTRUCTION 
Tile nasal and oral pa.s^ag■es can be 
kept dear with a simple nasal or oral 
air way which can be inserted wheiiei cr 
necessary. Some difficulties may be en¬ 
countered in inserting an air way in the 
nose, if hypertrophic turbinates with 
firm bone structures are present, or in 
the oral passage, if the muscles of the 
jaw are rigid, Tlie pharyngeal passage 
may be obstructed by various nieans 
relaxation of the tongue, vomiting, mu¬ 
cus, etc. The tracheal passage may be 
obstructed by plugs of mucus, particles 
of food aspirated from the stomach, etc. 
The bronchial passages and the ah'e- 
olar cavities can be obstructed in certain 
regions, decreasing the ventilation in 
that portion of the lung. Tumors and 
malformations may be present in any 
portion of the air way. 


It I- casv to recall these facts during 
the .uiniinisfration of the anesthetic and 
to \ I'tialize the condition which may be 
pre-tiit III the lungs. Some of the ef¬ 
fect- [iroiluccd can be observed at the 
time Ilf their occurrence if the upper air 
[■a—age is obstructed. This obstruction 
■danii- the surgeon and the anesthetist, 
ulm correct it by inserting an adequate 
ail' way and administering oxygen to 
tlie patient. The immediate oxj-gena- 
tion of the blood which results calms the 
moiiietitarv excitement, but damage may 
h.-n e been done to the lung, a damage 
that m;iy not be noticed until hours later. 

PHYSICAL PHENOMENA 

In consideration of the physical phe¬ 
nomena wliich occur in obstruction, it is 
obvious that an obstruction of the re¬ 
spiratory passage, however short its 
duration, must be avoided. 

Physically the lungs are constantly 
.subjected to a change in pressure. In¬ 
halation produces a negative pressure 
in the air passage, including the terminal 
portions of the alveoli. This negative 
pressure is resisted by the elasticity of 
the tissues; the inflow of blood to the 
capillaries; the entrance into the air 
passage of air, of carbon dioxide, mois¬ 
ture, etc., from the blood, and of a cer¬ 
tain amount of mucus; and b)’ the re¬ 
sistance of the intercostal spaces. 

Bearing in mind the anatomy and 
physiolog}- of the lungs, ft must be ad¬ 
mitted that an obstruction will cause 
serious damage to the alveolar tissue. 
E.xperinients conducted on patients un¬ 
der the influence of anesthesia show that 
the vacuum created in the air passage 
of the lung may reach a maximum of 
about 40 mm. of mercur)-. This vacuum 
is present if an inspiration is prr . ; 
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when the upper air way is obstructed 
and the air passage is at the same time 
resisting the impact of the negative 
pressure. This vacuum reduces the ef¬ 
fectiveness of the resisting factors—rush 
of blood to the capillaries, elasticity of 
the tissues, inflow of mucus into the air 
passage, etc.—and affects especially the 
carbon dioxide factor and the physical 
changes occurring in the lungs. The last 
may consist in edema of the alveolar 
walls with extravasation of blood, which 
may reach the alveolar cavity. The first 
or the carbon dioxide factor is very im¬ 
portant because, if in a given time the 
carbon dioxide is drawn out of the blood 
in large quantities, the respirations will 
stop due to the lack of carbon dioxide 
excitation upon the respiratory centers. 

TYPES OF OBSTRUCTION 

Obstructions may be divided into 
three types: partial obstructions which 
prevent inhalation, partial obstructions 
which prevent exhalation, and total ob¬ 
structions. 

The writer’s observations are limited 
to patients with whom ether has not 
been used, and for this reason it can be 
stated that all cases of bronchial pneu¬ 
monia were due to some type of obstruc¬ 
tion. 

In the first type, the obstructing ele¬ 
ment acts as an exhalant valve but pre¬ 
vents inhalation. The result is an in¬ 
crease in the elimination of carbon di¬ 
oxide from the blood, and this, in turn, 
causes a decrease in the number of res¬ 
pirations per minute and may even cause 
breathing to stop entirely. In this case 
the patient suffers not only from lack of 
OX} gen, but also from lack of carbon 
dioxide. The lack of carbon dioxide de- 
crea'ses the excitability of the heart cen¬ 
ters. resulting in a retardation of the 
circulation of the blood. The color of 
the patient varies from dark grey to 
pale grey. Relaxation occurs, reflexes 
disappear and temporary shock ensues. 


This condition is entirely opposite from 
that produced by total obstruction. 

In total obstruction there is an ac¬ 
cumulation of carbon dioxide in the air 
passage and the respirations are over 
excited. The color of the patient varies 
from dark greyish blue to dark blue and 
is typical of that seen in asphyxia. It is 
caused by lack of oxygen and an excess 
of carbon dioxide. In these cases the 
action of the heart is excited and the 
circulation of the blood is increased to 
its maximum, the inhibiting action of 
the carbon dioxide being carried first to 
the respiratory centers and later to the 
circulatory centers. This condition, 
even though it is more alarming than 
that produced by obstruction to inhala¬ 
tion, will cause less damage to the nerve 
cells and to the tissues in general than 
will the latter. The fact that its symp¬ 
toms are alarming causes the anesthe¬ 
tist to act more promptly to relieve the 
condition than he does in cases of ob¬ 
struction to inhalation. 

Obstruction to exhalation is produced 
when air inhaled is retained partially or 
totally in the air passage. The patient 
in this case is dark blue in color, but 
intermingled with the blue are patches 
of normally colored skin, indicating the 
presence of completely oxygenized blood. 
A bluish face and a pink ear or pink 
portions in a bluish chest may be seen. 
This condition resembles the phenome¬ 
non present in the newborn when Botafs 
foramen persists. It is really due to a 
mixture of arterial and venous blood 
and is produced by partial oxygenation 
of the venous blood. If this obstruction 
is total, whereby the air enters the lungs 
but does not leave them, the pressure in 
the air passage becomes positive, pro¬ 
ducing distension of the alveolar wall, 
congestion of the pulmonary circulation, 
and other effects, to be noted later. 

EFFECT OF OBSTRUCTIONS 

All these forms of obstructions may 
occur in any of the bronchial ramifi- 
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cations. In other n'ords, tliey may he 
anatomical!}- localized to a small portion 
of the htngs and will not cause the above 
mentioned symptoiiis, hut harnifn! re¬ 
sults will nevertheles.s follow. The)' may 
produce bronchia! infarct.s with reten¬ 
tion of mucus, scrum, etc., which will 
lead to localized infection or abscess of 
the lung and create an ideal medium for 
the development of bronchial pneumonia 
or localized collapse of the lungs. This 
condition may be localized to a \er)- 
small region or to the entire lobe 

The damage to the hmu ii ill he accord¬ 
ing to the type of ohslvuction. If the 
obstruction prevents iiilwl.ition. the neg¬ 
ative pressure whicli re-ults may he pou - 
erful enough to produce gcner.ihzril o.-c- 
travasation of blood into the 'iheolar 
tissue and even into the lumen of tlie 
alveoli; this condition will produce a 
temporarj' edema of tiie .dveohr wall 
(mechanical edema of the lung -1 which 
will produce deficiency ot tlte inter¬ 
change of gases. In addition, this irri¬ 
tation of the alv'eolar wall will render 
it susceptible to the inva.sion of bacteria, 
followed, perhaps, by bronchia! pneu¬ 
monia, or the e.xudate may serve as an 
ideal culture medium for the pneumo¬ 
coccus, which may be present, followed 
by lobar pneumonia. This last condi¬ 
tion, hoivever. the w nter ha» very sel¬ 
dom observed. 

Obstruction to exhalation will cause 
an increase in the positive intra-alveolar 
pressure, reaching in some case.- a maxi¬ 
mum of 40 mm. of mercur)'. which may 
cause the rupture of a small or a large 
number of alveoli. The later patho¬ 
logical results in this type, however, arc 
similar to those found in obstruction to 
inhalation. 

PREV'ENTION 

With a clear picture in our minds of 
the mechanism of obstructions and o 
the lesions produced by them in the 
lungs, the next step is to try to prevent 
their occurrence. 


First of all. a complete e.xamhiation of 
the air pa.ssage should he made before 
administration of the anesthetic to de¬ 
termine whether there is any path- 
ology present (nasal, oral, pharyngeal, 
laryngeal, etc.) which may interfere 
with the free administration of the in¬ 
halant anesthetic. During this e.xam- 
ination all clinical s 3 'mptoms should be 
determined regarding the nervous ex¬ 
citability of the patient, which later may 
produce nervous spasms of the glottis, 
muscles of the pharyn.x and jaw, etc. 
This condition is easily corrected by ad- 
iiiinistering a sedative, which can be a 
barbiturate, the night before the opera¬ 
tion, or hv giving morphine-atropine or 
niorphine-hyoscinc, in half doses one or 
two hours before the operation, followed 
h)' another dose half an hour before the 
operation, Ani' rectal anesthetic may 
be used for premedication, to be de¬ 
termined according to the patient’s 
need. A fairly heavy premedication is 
sometimes objected to by the surgeon, 
who claims, rightly, that it depresses 
and retartls the respiration: but an alert 
anesthetist will take advantage of the 
effect of premedication and give the pa¬ 
tient just enough anesthetic to produce 
the necessary relaxation. 

Many air way devices hai'e been de¬ 
signed by different anesthetists. In each 
an attempt is made to adapt the device 
as nearly a.- possible to the anatomy of 
the pharynx (wire, rubber, etc. being 
used). Any of these pharyngeal air 
wavs can be inserted, if necessary, but 
all are defective and worthless in laryn¬ 
geal obstructions. In cases of the latter 
tvpe, a tracheal air way like the one de¬ 
signed and made hi- Dr. Ben iMorgan. 
of Chicago, gives excellent results. As 
will be noted in the picture, there arc 
three essential portions to the device; .4. 
the oral-pharyngeal portion: B. the eso- 
phagus-larj-ngeal portion, which is a 
ball about one and one-half inches in 
diameter and which has the double func¬ 
tion of sealing the upper portion of the 
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larynx and occliuling the paryng'eal por- experience in anesthesia states that he 
tinn of the csojihagus. keeping it free has obtained very good results from 
from material regurgitated from the using this air way. 



Ficf. 1. Tracheal air \\ay. A, oral-pharingcal portion; B, esophagus-laryngeal portion, 
a ball about lyi inches in diameter; C, portion introduced into trachea, A' portion for the 
u=e of suction. 


=;lo\tKich; and C. the ])ortion which is 
introduced into the trachea. The ^-i'-por- 
tion is designed to permit removal by 
suction of any mucus which may have 
accmnulated in the air passage or of 
water which may he present in case of 
drovniiig. The iwe of suction will not 
interfere with the administration of an- 
eNthesia or artificial respiration. A 
simple pharyngeal air way will he suffi¬ 
cient in movi cases to keep the upper air 
pas'^age free from any obstruction: if 
nece''sar_\. the tracheal tube herein de¬ 
scribed can be introduced. 

The placing of any air way is a simple 
matter if the patient has had premedica¬ 
tion sufficiently heavy to decrease all 
jihaiungeal reflexes. The air way may 
ite left in jilace until the patient awakes, 
li the jiremedication has been insufficient 
and reflexes arc still present, the use of 
cNclopropane in adequate doses is ad- 
\isc(l. this should be given before the 
introduction of the tracheal tube is at¬ 
tempted. fi'llowed by the administration 
of the inhalant anesthesia. 

RESULTS 

b'or three \ears Dr. Morgan has used 
this method on m\ patients. During this 
time we haw watched very closely the 
air wa> factor, and only one case of 
bronchial pneumonia has occurred. This 
was a ca^e nt streptococcic appendicitis 
with positue blood culture in w'hich a 
^econdar\ localwation of the strepto- 
ci.ccu- was carried to the lungs by the 
blooii Dr ^Ior 2 :a^ with his tremendous 


SUMMARY 

The anatomy of the respiratory tract 
is reviewed to show how' obstructions 
occur during the administration of in¬ 
halation anesthesia. Obstruction may 
be partial, affecting either inhalation or 
exhalation, or complete. Premedication 
and a tracheal air way device will re¬ 
lieve and often prevent obstruction. 

RfiSUMfi 

L’iinportance du conduit aerien dumni 
I’anesthesie 

L’auteur nous decrit I'anatomie des 
voies respiratoires afin de mieux dis- 
cuter comment dans le cours de I’anes¬ 
thesie les voies parfois sont obstruees. 
L’obstruction pent etre partielle, inter- 
essant I’inhalation ou I'exhalation, ou 
complete. La premedication et I’emploi 
d'un appareil destine a maintenir beant 
le conduit tracheen soulagent et souvent 
previennent Tobstruction. 

ZUSAMMENFASSUNG 

Die Wichtigkeif einer Luftkaniile 
wdhrend der Andsthesie 

Die Anatomic des Respirationstrakts 
wird kurz wiederholt um das Vorkom- 
men von Verschlfissen w'ahrend der In- 
halationsanasthesie zu erklaren. Ein 
Verschluss kann vollstandig oder teil- 
weise sein, in w'elchem Falle entweder 
Ein-oder Ausatmung beeintrachtigt 
word. Die der Operation vorhergehende 
Rehandlung und eine Trachealkaniilc 
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werden oft einem Verschluss vorbeugen 
Oder ihn wenigstens erleichtern. 

SUMARIO 

hnportanda de las vias-acreas en 
ariestesia 

Un resumen de la anatomia de las 
vias aereas es hecho para indicar las lo- 
calizaciones delas distintas obstrucciones 
que piieden presentarse en la anestesia 
por inhalacion. Las obstrucciones son 
divididas de acuerdo con el mecanismo 
en tres tipos pricipalcs; (1) Obstruc- 
cion a la inhalacion, (2) obstruccion a 
la exhalacion, (3) y obstruccion total 


Cada una de estas puede presentarse en 
una forma mixta. La prevencion de 
obstrucciones es indicada. 

RIASSUNTO 

Importanza di un tubo per it passaggio 
dcU'aria durante I'anestesia 
Si presenta I’anatomia dell’apparato 
respiratorio per dimostrare come ostru- 
zioni possono accadere durante la som- 
ministrazione di un anestetico per inala- 
zione. L’ostruzione puo essere parziale, 
impedendo o I’inalazione oppure I’esala- 
zione, o completa. U.so di medicazione 
prima dell’operazione ed un tubo tra- 
clieale aiutera e spesso evitera I’ostru- 
zione. 




The American Assocjaiion for the Study of 
Goiter will meet m annual session April 15*17 at 
Rochester, Mtnn. Papers will deal with goiter 
and other diseases of the thyroid gland. Dry 
clinics will be conducted by gueuts of the Associ¬ 
ation and operative clinics, by the staff of the 
Mayo Clinic. The Van Meter prize award of 
?300 and two honorable mentions will be pre¬ 
sented to those submitting the best essays con¬ 
cerning original work * n problems related to the 
thyroid gland. 


The Wellcome Gold Medal and cash prize of 
$500 will be awarded by the Association of Mili¬ 
tary Surgeons of the United States "for re¬ 
searches. disco3-erics. inventions, designs, improve¬ 
ments, essays or any other acts or deeds .... 
desirable and helpful to the objects of the associa¬ 
tion, and relating to any phase of medico-military 
affairs and disease control associated with the 
army, navy, militia and public health and marine 
hospital sen-ice *’ The competition is open to 
members or persons eligible for membership in 
the Association 
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respiration. Cyanosis may be present. 
Pneumothorax is frequently associated 
with hemothorax. 


HEMOTHOR.4X 


Hemothorax is the most frequent 
complication observed, but in many in¬ 
stances it requires no special treatment. 
The compression caused by the blood in 
the thorax may check extensive or seri¬ 
ous bleeding; consequently, the patient 
should be watched carefully, and if no 
serious symptoms arise, aspiration or 
open thoracotomy should be delayed sev¬ 
eral days. The blood usually clots slowly, 
if at all, in the pleural cavity, due to the 
smooth endothelial lining, so that aspira¬ 
tion may be all that is required. At times 
intercostal incision with removal of 
blood and clots is necessary. 

If injury to an intercostal blood A'es- 
sel, an internal mammary vessel, or any 
large intrathoracic vessel is suspected, 
immediate operation should be per¬ 
formed. Ligation of both ends of the 
bleeding vessel should result in recovery, 
provided the lost blood or its equivalent 
is replaced into the circulation and no 
other serious complication is present. 
Autotransfusion or the usual donor-re¬ 
cipient transfusion is of advantage, if 
there is much loss of blood or associated 
shock. The blood from the pleural cavity 
has been used safely for autotransfusion 
and also the blood which has come from 
the liver, spleen, stomach, kidney or a 
perforated blood vessel. However, if the 
lower small intestine or the colon is per¬ 
forated, there may be danger from con¬ 
tamination with resultant septicemia. 


There were 18 instances of hen 
thorax in the cases of gunshot rvoum 
with 9 deaths (50 per cent), and 15 
the cases of stab wounds, with 6 deal 
(40 per cent), a total of 33 with a me 
tality of 45 per cent in the hemothor, 
cases. Conners and Stenbuck''’ advocf 
removing the blood because of the da 
ger trom pressure or infection, but t 
unter does not believe this is necessm 


Hemorrhage may occur occasionally in 
the mediastinum, where the blood clots 
quickly, and a large vessel is usually 
involved. This is difficult to diagnose 
and is a serious condition. One patient 
in this series died of hemorrhage, and at 
autopsy 4,000 cc. of clotted blood were 
found in the mediastinum. 

PNEUMOHEMOTHOR.^X 

In some cases it is difficult to distin¬ 
guish between hemothorax and pneumo¬ 
hemothorax. Without roentgenograms 
of the chest it is next to impossible to 
differentiate between them, and even 
then, unless the exposures are made in 
at least two planes, a moderate amount 
of air may be overlooked. 

This probably accounts for the dis¬ 
crepancy between the 38 per cent of 
cases of hemopneumothorax in Boland's" 
series and the 11.5 per cent in this series, 
since the addition of his hemothorax to 
his hemopneumothorax cases gives 63 
per cent, whereas the writer’s combined 
cases total 50 per cent. 

The treatment of pneumohemothorax 
is similar to that of hemothorax unless 
there is a considerable amount of air 
present with marked dyspnea or cya¬ 
nosis from compression of the opposite 
lung, when open operation with lung 
suture or packing with exteriorization 
and ligation of the bleeding vessels is 
indicated. 

Nine of the 10 patients had gunshot 
wounds, two (22 per cent) of whom 
died, one having perforation of the liA'er, 
esophagus and diaphragm with hemo- 
peritoneum, and the other having per¬ 
foration of the stomach and diaphragin 
with two and one-half liters of blood in 
the left side of the chest. Both patients 
had undergone laparotomy. 

EMPYEMA 

Empyema occurred in six cases (6.9 
per cent) with three deaths, one being a 
case of pyohemothorax. One patient had 
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LACERATION OF TISSUF, 

Laceralioii of king lissnc is iirtscnt in 
a large percentage of cases, but often 
such laceration is minor or unrecog¬ 
nized. In this series no case ivas operated 
upon primarily for laceration, so that 
the number is undeterminable. 

Conners and Stenbuck^, in a series of 
32 cases, observed only 3 in uhich the 
lungs were lacerated, when as a rule 
only the chest wall was operated upon, 
but in another series of 32 cases, in all 
of which operation was performed by e-x- 
teriorization of the lung, laceration was 
discovered in 24. By this procedure the 
mortality was reduced practically 50 per 
cent. After intensive study they' con¬ 
clude that operation is advisable in cases 
of the following: sucking wounds, 
wounds dose to the sternal borders with 
likelihood of injury to the heart .and the 
interna! mammary \’esse!s, those in 
which the lung presents itself in the open 
wound, or in which the penetration 
might involve the diaphragm, or with 
tense pneumothorax, or with marked 
subcutaneous emphysema. 

Bohrer* states that both entrance and 
exit wounds of the lung should be found 
in gunshot cases, that lacerations of the 
lung should be smoothed by cutting 
away the torn portion and any larger 
vessels or bronchi in the lacerated part 
ligated. The lung wound should be 
sutured and exteriorized. 

PNEUJtONIA 

There were seven ca.ses of pneumonia 
with five deaths in the SO cases of gun¬ 
shot wounds. One was diagnosed as 
lobar and four as bronchial; in two the 
type was not stated. A gunshot injury 
to the .skull was associated with one while 
in another fracture of the left humerus 
and severance of the spinal cord con¬ 
firmed at laminectomy were found. 

Of the 37 stab cases, there were two 
of lobar pneumonia, one of bronchial, 
and one of unstated type, with one death. 


Of the six deaths, autopsy' was per¬ 
formed in three cases and the cause of 
death was found to he more often the 
complicating condition rather than the 
pneumonia. Uncomplicated pneumonia, 
which seldom occurs in these cases, 
should be treated by- rest and sedation. If 
the expectoration contains streptococci 
sulfanilamide should be used. When 
pneumococci are found, the type should 
be determined and the proper serum, or 
preferably, sulfapyridine, should be 
given. In most of the cases of pneu¬ 
monia without other complications re¬ 
covery resulted from this specified treat¬ 
ment. 

COLLAPSE OF THE LUNG 

Partial collapse of the lung in pene¬ 
trating gunshot and stab wounds of the 
chest is not uncommon, and many pa¬ 
tients do well with expectant treatment. 
If other complicating conditions are 
present, treatment of these associated 
lesions will take care of the collapse. 

PLEURISY 

Pleurisy' is usually due to trauma of 
the pleura, and if no infection results, 
the patient will do well with genera! rest 
together with immobilization of the af¬ 
fected side. Either heat or cold may be 
applied. If infection sets in, empyema 
usually develops and must be treated as 
such. 

PNEUMOTHORAX 

Pneumothorax was an infrequent 
complication in this scries, as there were 
only six cases. (f only a small amount of 
air is present, no special therapy is re¬ 
quired, but if the quantity is large, the 
air should be aspirated with a syringe or 
in the extreme cases, a pneumothorax 
apparatus. A large quantity of air 
causes compression of the opposite lung 
as well as the lung of the affected 
side, with marked embarrassment of 
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3. Other patients should be put to 
bed and Avatched closely, after prelim¬ 
inary roentgenograms have been taken 
in tAVO planes. Films should be taken Avith 
a portable apparatus one to four hours 
later, depending upon the progress of 
symptoms. 

4. Patients should be t 3 'ped for trans¬ 
fusion as soon after admission a^ pos¬ 
sible. 

5. Perforation of the diaphragm .e- 
quires no immediate attention unless it 
is sutured Avhile operating for another 
condition. 

6. Heart injuries are A^ery serious, 
and repair should be attempted, particu¬ 
larly AAdien tamponage is present. 

7. Empyema is a rare complication. 
When present it is best treated b}^ open 
drainage. 

8. Laceration of lung tissue is best 
treated by suture or packing, together 
Avith exteriorization. 

9. Pneumothorax should be undis¬ 
turbed unless marked, and then air re- 
mOA'^al or open operation is indicated. 

10. Hemothorax and pneumohemo¬ 
thorax should be treated expectantly un¬ 
less excessive intrathoracic pressure is 
present or marked hemorrhage is noted, 
when operation should be undertaken. 

11. Plemorrhage Avas the cause of 
death in the largest number of cases. 

12. There Avere 25 deaths in this 
series. 
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DISCUSSION 

Dr. j. C. Davis (Quincy, Fla.) : The question of 
donors in rural districts and small hospitals is at times 
difficult. Ingenuity and adaptability of the most versa¬ 
tile surgeon are often taxed to the limit. Many of 
these patients have a great deal of native resistance 
and tenacity. To control hemorrhage, the most ap¬ 
propriate approach for upper thoracic injuries is 
through the periosteal bed of the fourth rib after 
the rib has been resected, and of the seventh for 
injuries of the lower thoracic region; from either of 
these openings as many ribs as necessary may be e.x- 
cised anteriorly or posteriorly to give good visualiza¬ 
tion and a wound through which to work. After 
ligation of these vessels, singly or cit masse, with 
mattress sutures and removal of the devitalized lung 
areas, the chest is tightly closed and pneumothorax 
instituted, as advocated by Dr. Steinke. AVhen the 
hemothorax is caused by midlung or peripheral bleed¬ 
ing, it is controlled by early (within two, three or 
four days) aspiration and pneumothorax. Cases arc 
on record in which a high temperature dropped after 
a great deal of blood was removed, no evidence of 
infection being present. AAIhere pnetimothora.x is 
used the manometer should be the guide. If it is 
not available, air equal in amount to 300 or 400 cc. 
more than the amount of fluid removed is used. Some 
advocate 200 to 300 cc.; one may judge it with the 
stethoscope and by physical signs; collapse of the 
lung is noted by an absence of variation. By the 
early removal of blood and the replacement of the 
blood with air one is often able to control hemorrhage, 
arrest secondary and prevent subsec]uent hemorrhage 
and infection and shorten the patient’s stay in the 
hospital and his disability. Air compression will not 
control hemorrhage from the internal large vessels, 
nor will it control hemorrhage from the intercostals 
and the internal mammary vessels; these should be 
doubly ligated. 

RfiSUMfi 

Traitemcnt dcs complications dcs plaics 
penefraiifes du thorax soif par armes 
a fen, soif par armes blanches 

L’auteur etndie les complications 
thoraciques de 87 cas de plaies pene- 
trantes dn thorax. Les perforations du 
diaphrag'me ne demandent aucune atten¬ 
tion immediate a moins qu on ne les 
suture au cours d’autres interventions. 
En cas d'hemorrhagie graA^e, on operera 
immediatement. Les blessures du coetir 
sont serieuseson essayera de suturer la 
plaie. L’empyeme sera draine. Les 
lacerations du poumon seront suturees 
ou tamponnes. L’hemothorax, le pneu- 
mothora.x, le pneumo-hemothorax seront 
traitees conservativement excepte dans 
les cas tres graA’es. Dans cette sei ie. il 
y eut ving-t-cinq deces. 
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a rib resection Init died on tlie twenty- 
fourth day; autopsy revealed abscesses 
of the spleen and the subhepatic area as 
well as the empyema. Autopsy on the 
second patient showed bronchopneu¬ 
monia on the opposite side. The third 
was shot six times through the right 
chest; autopsy revealed bronchopneu¬ 
monia on the same side of the empyema, 
and a dilated stomach. The best treat¬ 
ment is rib resection and open drainage. 

Elkin' states, “Infection of the pleura 
and thoracic viscera rarely {allows pen¬ 
etrating wounds." He reports 553 cases 
with empyema in eight (1.4 per cent) of 
these; all were treated by rib resection 
and ojicn drainage, with one death. 

HEMOPERICARDIUM 
Heinopericardium following cardiac 
injury was noted in four cases with four 
deaths. The one patient with a gunshot 
wound underwent operation, the heart 
and pericardium being sutured. The dia¬ 
phragm had been perforated and the 
gastric contents were found in the pleu¬ 
ral cavity. The patient died on the oper¬ 
ating table from cessation of cardiac 
action without a laparotomy being per¬ 
formed. 

In another case the heart was sutured 
and the pericardium drained with rubber 
tissue, the patient surviving 15 days. 
Autopsy revealed suppurative pericar¬ 
ditis as the cause of death. The other two 
had left hemothorax with the hemo))cri- 
cardium, one living only a few hours. 

Despite the high mortality, these pa¬ 
tients should be operated upon when 
possible. 

DIAPHRAGMATIC PERFORATION 
Diaphragmatic perforation was found 
in 10 gunshot cases with seven deaths, 
and in two stab wound cases with one 
death. In six cases the diaphragm was 
sutured, with four deaths, all due to 
thoracic hemorrhage. Usually jicrfora- 
tion of the diaphragm is not serious in 


itself and does not require immediate 
suture. The mortality of 66 per cent 
(8 cases) was due to hemorrhage in six 
instances, empyema in one, and to death 
on the operating table while the heart 
was being sutured in the eighth. 

MISCELLANEOUS INJURIES 

The abdominal aorta was perforated, 
resulting in death from hemorrhage, in 
one case. Tn-o [latients died of hemor¬ 
rhage from large vessels in the thorax. 

Usually only one rib is fractured, and 
this in itself is not a serious condition. 
When possible, some method of limiting 
the motion of the side involved is all that 
is necessary. There were four cases in 
the series in which a fractured rib was 
found. 

Infected wounds require nothing more 
than free drainage. 

EMPHVSEMA 

Emphysema was noted in 10 of the 
stab cases and in 11 of the gunshot cases 
(24 per cent of the 8/ cases), and none 
was so extensive as to require special 
treatment. One patient died in four days 
of pneumonia, and two of hemorrhage 
during the first day, but none died pri¬ 
marily from the emphysema. In no in¬ 
stance was there sucking of the wound. 

SUMM.ARY AND CONCLUSIONS 

The conclusions drawn from the study 
of this series of cases and from a review 
of the literature on the subject are as 
follows: 

1. The patient should be examined 

carefully immediately upon admission to 
the hospital; morphine should then be 
given. I 

2. Patients with signs of marked 

hemorrhage or with heart tamponage 
should be taken ilirectly to surgery for 
immediate oiieration. The I' ■ I si ijld 
he saved when possible " '' 

autotransfusion. 



LATE MANIFESTATIONS OF SYPHILIS AND 
GONORRHEA OFTEN MISTAKEN FOR 
PROSTATIC HYPERTROPHY 

A. L. ^V'OLBARST, M.D. 

NEW YORK 


T he urinary disturbances which oc¬ 
cur in chronic gonorrhea and in late 
syphilis are often unrecognized as 
such and may he mistaken for the ob¬ 
structive symptoms of prostatic hyper¬ 
trophy. As these end-results usually 
occur in late middle life — the so-called 
“prostatic age” — there is likely to be 
some confusion in establishing a clean- 
cut diagnosis of the true etiology. It is 
therefore probable that many men of ad¬ 
vanced years have been subjected to 
prostatectomy, with its inevitable mor¬ 
tality risks, whereas a more thorough 
stucfy would have re\-ealed the correct 
diagnosis and contraindicated the sur¬ 
gical attack on the prostate. 

MEDIAN B.AR OBSTRUCTION 

It is essential to remember that even 
though there may he a narrowing of the 
vesical neck, with all its concomitant 
urinarv svmptoms, the condition is not 
necessarily due to prostatic hypertrophy. 
The prostate may not he grossly en- 
lai-o-ed to an appreciable degree, yet 
there mav he a contracture of the ves¬ 
ical neck or a middle bar. which presents 
all the svmptomatic phenomena of aden¬ 
omatous jirostatic obstruction. In many 
of these cases, the obstruction is purely 
inflammatorv or congestive and not 
adenomatouL usually it is a chronic 
manifestation or end-result ot a sys¬ 
temic focal infection. These vesical ob¬ 
structions or bars may he gonorrheal or 
noiwonorrheal in origin: the latter type 
ma^^have their origin m an intcctious 
focus in the teeth or t.m^ils or in long- 
continued sexual practice-, -tich a- 
-withdrawal." whicli produce the ^aine 


congestive results. In most instances, 
however, the bar represents a sclerotic 
process deriving from a chronic pros- 
tato-vesiculitis of gonorrheal origin. 
Treatment directed to the removal of the 
infection usually results in the elimina¬ 
tion of the obstructing bar and the dis¬ 
appearance of the offending symptoms. 
It is evident, therefore, that when such 
an inflammatory bar causes urinary ob¬ 
struction and retention of urine, pros¬ 
tatectomy is not indicated, even though 
the prostatic lobes may be found through 
the cystoscope to be enlarged. 

It is always a delicate point in diag¬ 
nosis to determine whether an obstruc¬ 
tion of the normal urinary flow is the 
result of a congestive bar or a true 
adenomatous hypertrophy. In great 
measure, one can be guided by the fact 
that the hypertrophic obstruction does 
not respond to measures which may be 
successfully emploA^ed in the congestive 
type. Before the introduction of intra- 
urethral resection, when prostatectomy 
was the only successful method of re¬ 
moving the obstruction, this diagnostic 
differentiation was exceedingly im¬ 
portant : today, however, with superior 
methods of diagnosis and greater per¬ 
fection of technic, resection is fre¬ 
quently resorted to. irrespective of the 
essential character of the obstruction. 
Some urologists, however, still believe 
that the obstructing tissue can be re¬ 
moved equally well and without any risk 
whatever by appropriate treatment di¬ 
rected to the original focal cause. 

Certain fundamental facts must be 
recfjgnized in order to avoid serious er¬ 
ror .Mere enlargement of tbe prostate, 
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ZUSAMMENFASSUNG 
Bchandlnng der Koinl>Ucal}o)ipn von 

pcnctricrcudcn Schnss-nnd Stich- 
wundcn dcs Brnstkorbs 

Die Beliandlung \'on lirusfkorbkom- 
plicationen, die in S7 Fallen von Brust- 
wimden auftraten, ist dargestcllt. Per¬ 
foration des /iwerchfelles hent>tig1 kcine 
unmittelbare Bebandlimg ausser cventu- 
ell einer Naht wahrend cincr Operation 
fiir andere Verletzungen. Wenn eine 
ansgesprociiene BJutung i-orlianden ist 
sollte sofort opcriert werden, Herzver- 
Ictziingen sind sehr gefahrbch iind oper¬ 
ative Behandlimg' sollte versucht wer¬ 
den, speziel! wenn eine Herztamponndc 
im Entsteben begriffen ist. Enipyeni, das 
eine .seltene Komplication darstellt sollte 
init offener Drainage behandelt werden. 
Zerrissenes Lungengewebe sollte niit 
Naht Oder Tamponade behandelt wer¬ 
den. Pnenniothora.\, Hamothornx tind 
Pneumo[iamot!iora.\' soUten alleiii gel- 
assen werden aus.ser w’enn sie selir aus- 
gesprochen sind. 25 von diesen Fallen 
starben. 

aUMAWO 

Tnitamicnto dc Complicacioncs dc 
Hcridas dc Pnninya y Annas 
dc Fucgo dc d Tora.r 

El trataniicnto de las complicaciones 
plllmonares ocuridas en 87 casos de 
herida penctrante del pccho es conside- 
rado. Perforacion de el diafragnia no 
requiere atencion ininediata al nienos qtie 


este se suture cuando operando por otra 
lesion. Si marcada heraorragfa esta 
presente, debe de operarse inmediata- 
niente. Lesiones del corazon son niiiy 
serias; reparacioii debe de atentarsc, 
particulannente cuando halla taponaje. 
Enipieina, iina complicacion rara, es 
inejor tratado con un drenage abierto. 
Tejido pulmonar lacerado debe ser tra¬ 
tado por siitura y taponamiento. Pneu- 
niotora.x, heniotora.x y pneumohemo- 
tora.K deben de ser dejado quiefo si es 
posiblc. En esta serie htibieron 25 
muertes. 

RIASSUNTO 

Tcrapio dclle compllcadwni dcUc fcritc 

pcnctranti d’arma da fiioco e d’anna 
da taglio vcl torace 

Si considera la terapia delle complica- 
zioni del torace su 87 casi di ferite pene¬ 
trant! del torace. La perforazione del 
diaframnia non ricbicde attcnzione im- 
mediata, ammenocbe sia sutiirata men- 
tre si opera per un’altra condizione. Se 
vi e una forte emorragia, bisogna opcr- 
are immedi.atamente. Le lesioni del cuore 
sono niolto grain; si dovrebbero ripar- 
are, .specie se vi e tamponage. L’eui- 
pienia. nna complicazione rara, e meglio 
curafa con il drenaggio aperto. II tessuto 
polmonare lacerato dei-e essere suturato 
oppiire zaffato. II pneumotorace, I’emo- 
torace ed i! pneuinoemotorace non de- 
vono essere disturbati, ammenocbe sinno 
molto inarcati. In questa serie vi sono 
stati 25 niorti. 


FELLOWSHIP DUES, AS WELL AS DUES FOR MEMBERSHIP AND ASSOCI¬ 
ATE MEMBERSHIP, ARE PAYABLE NOW AND SHOULD BE SENT TO 
DR. BENJAMIN I. GOLDEN, DAVIS MEMORIAL HOSPITAL, ELKINS, W. VA. 
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CORD BLADDER OF XEUROSYPHILIS 
Taking up the late syphilitic phenom¬ 
ena. we have to consider mainly the 
cord ])ladder associated with neuro¬ 
syphilis. One of tlie difficulties encoun¬ 
tered is the fact tliat the symptoms are 
not sharply defined in the early stag’es. 
There may he a little dribbling after uri¬ 
nation or slowness in starting the 
stream. This is followed iw involuntar)- 
micturition during sleep, which may be 
the first symptom to arouse the patient's 
suspicion that something is wrong. A 
spinal fluid examination and an investi¬ 
gation of the neurologic factors, espe- 
ciallv the refie.xes, may be so convincing 
of the presence of spinal cord disease 
that radical operative measures will not 
be considered. In doubtful cases, how¬ 
ever. cystoscopy is very useful, but it 
should not be resorted to as a routine 


without causing the discomfort tliat a 
much smaller amount would induce in 
a nontabetic bladder. In the later stages, 
atter infection has been established, the 
bladder may contract considerablv, pro¬ 
ducing marked inflammatorv evidences 
on the vesical mucosa. 

renal syphilis 

A bile renal syphilis undoubtedlv 
occurs, direct evidence, that is. the find- 
mg of the Treponema, is extremely rare 
Ihere is reason to believe, however 
that many cases of chronic nephritis 
have a syphilitic background. The same 
ma\ be said of cases of chronic ct’stitis 
ot obscure origin. Atypical ulcerations 
and g-ummata have been observed which 
lesponded kindly to antiluetic treat¬ 
ment the diagnosis thus being estab¬ 
lished. 


measure except when necessary to make 
the diagnosis. In spinal cord bladder 
the vesical trabcculations and the sub¬ 
stantia! amount of residual urine fully 
corroborate the serologic and neurologic 
findings and make the diagnosis beyond 
question. 

It need not be emphasized that true 
prostatic hypertrophy may coexist with 
a tabetic bladder; the urologist is then 
faced with a real problem. Removal of 
the prostate or intraurethral resection 
mai- remove the physical obstruction but 
it will not materially diminish the prob¬ 
lem of bladder distension and its over¬ 
flow. The bladder still remains atonic 
and incapable of emptying itself: but 
removal of the obstruction creates a 
wider and more accessilile bladder neck 
wliich might ameliorate the local difficul¬ 
ties somewhat. Systematic catheteriza- 


NECESSITV OF HISTORY AND Cl INICAI 

evidence ^'-‘^JLAL 

An error that is often made in tiro- 
ogjc practice is the acceptance of the 
cystoscopic picture as final, without due 

hftorv r evidence and the 

nstor\. Cystoscopy always should be 

accompanied by complete serologic and 
clinical examinations. If this is done 
t ^nll be found that what at first ma; 
haAe appeared to be prostatic hyper¬ 
trophy actually proved to be a neimo- 
gemc bladder or a median bar conges- 
>on ot gonorrheal origin. It is %x- 
reniely rm-e that the diagnosis of trte 
h}pertjophy is not correctly made- a 
more trequent error occurs in cases^of 
P^eudohypertropin- with urinary symp- 
oms y„ch simulate tliose of true liype?- 


lion of the tabetic bladder is not good report OFC\ses 

practice because of tiie infection which A few cave. 
inevitably follows; but when infection which urinary'c 

alreadv has (wenrred. it is advantageous c-red bv comnA *consid- 
-!_ -I_I . 'ritu conmetent ■ 


mevitaoiy loji-ov.s. i,tu \Mieu miection which nrJn'i,-.. . ^“‘^nviLeum 

alreadv has (wenrred. it is advantageous ^^-red fiv romoA *consid- 

lo have a w ider vesical neck rather than diagnostic oi sufficiently 

a contractst -me. prostatic hypertrophy to 

The tabetic bladder may b.ave a verv In i„o^f in-ta operation, 

larce capacity - rAP t,, l.rrjQ c.c. ^ no4s ul n fr"' the diag- 

no.i. uas made on cystoscopic evidence 
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when exnmincd per recliiin, Ivarc lilllc 
or no relevance to pro.static obstruc¬ 
tion. A small projection of the prostate 
into the urethra at tlie vesical neck may 
and often does produce complete reten¬ 
tion of urine, whereas a posti;onorrheal 
congested pro.state bulgmn into tlie rec¬ 
tum ma 3 ' ha\'e no obstructive effect 
whatever on the urinary flow Too often, 
indeed, does the ine.xpenenced young 
surgeon assume that the urinary symp¬ 
toms produced by a congested prostate 
are due to In'pertroph}', because of the 
bulging mass felt in the rectum. Obvi¬ 
ously, a certain degree of the general 
enlargement of the congested prostate 
and vesicles necessarily will point in the 
direction of the urethra and thereby 
produce the obstructing median bar. By 
the same token, however, with the de¬ 
crease in size of the rectal bulge follow¬ 
ing treatment, a corresponding decrease 
in size of the median btir will occur 
simultaneously and the urinary symp¬ 
toms will be relieved. While this may 
appear elementary to the c.'cperienced 
surgeon, it is often overlooked. 

STRICTURE FROM GONOCOCCAL 
INFECTION 

In addition to the median bar obstruc¬ 
tion, we have the less common urinary 
disturbances produced by a tight stric¬ 
ture of the urethra following gonococcal 
infection. The problem of a correct diag¬ 
nosis is much more difficult than that of 
the congested bar, though the .symptoms 
are practically alike, \\flien it occurs in 
the "prostatic age,” one is inclined to 
assume that we are dealing with an 
adenomatous hypertrophy of the pros¬ 
tate. It will be found, however, on fur¬ 
ther investigation, that certain ]>rin- 
ciples which obtain with true hyper¬ 
trophy no longer hold true. For in¬ 
stance, in hypertrophic obstruction a 
catheter of large caliber can be intro¬ 
duced into the urethra and bladder with 
far greater ease than can one of small 


caliber It is a cardinal rule in urologic 
practice to use the largest catheter pos¬ 
sible, not the smalle.st, in order to avoid 
unnecessary trauma. In stricture, on 
the other hand, the large catheter is ob¬ 
structed and in e.xtrenie cases, nothing 
but a filiform bougie can be made to 
enter the bladder. Following the pas¬ 
sage of the filiform bougie, introduc¬ 
tion of a cystoscope is impossible with¬ 
out previous gradual dilatation of the 
stricture. This confirms the strong sus¬ 
picion of stricture rather than hyper¬ 
trophy as the basic cause of the urinary 
obstruction. Gradual dilatation, with or 
without perineal section, removes the 
obstruction and with it, the urinary 
disturbances. 

Finally, we must consider the so-called 
“neurotic" postgonorrheal urinary 
symptoms. These may be mentioned 
briefly as increased urinary frequency, 
especially during the day, stammering 
and difiicitlty in starting the stream and 
marked phosphaturia. The increased fre¬ 
quency may be associated with polyuria, 
which may be more or less constant. 
In extreme cases the urine may be voided 
several times in an hour, but character¬ 
istically only during ivaking hours. 
There is no call to void at night. 

The urine m,ay be phosphatic, but 
hyperacidity is very common and pro¬ 
ductive of considerable local distress 
owing to the associated presence of an 
irritable vesical neck. The latter is usu¬ 
ally due to a chronic veruinontaiiitis of 
gonococcal origin. This form of poly¬ 
uria responds (piickly to alkalization of 
the urine, when it is acid, with or with¬ 
out the application of local medication 
to the congested posterior urethra. In 
these cases, as in cases of median bar 
obstruction, the urinary antiseptics are 
generally (|uite useless with the excep¬ 
tion of pyridiuin, which seems to have 
a remarkably sedative and analgesic 
effect on the irritated vesi • an 

the associated urethrocy 
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showed 4 plus. The knee-jerk was absent, 
pupils were unequally dilated, and a slight 
Romberg sign was present. history of a 
penile lesion 20 years previously was elicited. 
A diagnosis of incipient tabes was made. 

He took antiluetic treatment for several 
years and evidently made a complete recovery. 
He was active in his business until his_ death 
of pneumonia in December. 1938, aged 74. 


CO.VCLUSIOX 

These cases serve to illustrate the 
main thesis of this paper, namely, that 
symptoms similar to those produced by 
hypertrophy of the prostate may be the 
result of spinal cord disease or chronic 
cronorrheal prostato-vesicuhtis and that 
before prostatectomy or mtraurethral 
resection is advised, these end-results 
of syphilis and gonorrhea must be elim¬ 
inated through painstaking .study and 
e.xamination. The number of patients 
that ^yilI recover without operation and 
remain well for many years fully justi¬ 
fies the meticulous attention to diag¬ 
nostic details which this particular study 
entails. 

RfiSUMfi 

Mamfestaiwns tardk'cs dc la syphdis ct 
dc la iTonoirltcc prises pour nnc 
hypertrophic dc la prostate 

Dcs syinjitomes semblables a ceux pi o- 
duit^par riiviiertrophie de la prostate 
euvent rcsulter de maladies dc la cordc 
Liniere ou d'une prostato-vesicuhte go- 
norrheique chroniciue. Avant de recom- 
nander une prostatectomie ou une re¬ 
section intra-urethrale. il taut e ,miner 
•exi.stence do se<iuelles de la syphi iyt 
iHa o-onorrhee. Lc nombre de malades 
ui scTretablissent .sans operation et vi- 
vent'en bonne .sante pemdant dcs annees 
litstific I'etude approtondie exigee par 
cc desideratum. 

ZUSAMMENFASSUNG 

Shd^tadicn Ron Syphylif mid Goimrrlmc. 

die oft fdlschlicher If eise tur rnie 

}>rostatahxperthroph!e auycseh, u 

Tcerden 

Svmptome. die <icnie:iigv:i div \..n 


Prostatahypertrophie hervorgerufen 
werden sehr ahnlich sind, konnen durch 
Erkrankungen des Riickenmarks, oder 
durch chronische Gonorrhoe der Pro¬ 
stata verursacht werden. Daher miissen 
diese Spatstadicn von Syphylis und Go¬ 
norrhoe durch exaktes Studium und Un- 
tersuchung ausgeschaltet werden, bevor 
cine Prostatektomie oder introuretrale 
Resektion \'orgeschlagen werden. Die 
Zahl der Patienten. die ohne 0])eration 
wieder hergcstellt werden und sich fiir 
vielc Jahre wohlbefindcn geben diesem 
sorgfaltigen und notwendigen Studium 
seine voile Berechtigung. ’ 

SUMARIO 

Mailifcsiacioiics iardias de sifilis y 
yoiwrrca a iiicnndo cqnivo- 
cadas por prostatitis 
hipcrtroficas 

Sintomas similares a e.sos producidos 
])or hijicrtrofia dc la prostata puede ser 
el resultado de enfermceades de la me- 
dula espinal 6 ]n-6stato-vesiculitis go- 
norreica cronica. .Antes (jue la prostatec- 
tomia 6 reseccion intrauretral cs acon- 
sejada. estos resultados finales de go- 
norrea 6 sifilis deben de ser cliininados 
a traves de estudios y e.xainenes cuida- 
do.sos. El numero de enfennos (|ue se 
curan sin la operacion y permanecen 
sanos ])or muchos ahos justifican el estu- 
dio cuidadoso (pic esto requierc. 

RIASSUNTO 

Tardi iiuiiiilcstacioiii di sifilidc c di 
youorrea spesso nialcoitiprcsc per iper- 
trofiii prostUtica 

1 sintomi siniili a (luelli jirodotti da 
ijjcrtrotia della prostata jiossono esscrc 
cau'-a di grave malattia della spina dor- 
^ale o gonorrea cronica vescica-pros- 
tata. Prima di consigliare chirurgia 
prii^t.-iia () rise/ione inlrauretra si de- 
X'Ui't ehnnu.are i ristdtati conscijuenti di 
'■itiluie e di gonorrea jier mezzo di studio 
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of prostatic enlargeuient. Tliese cases 
are typical of a great many found in our 
personal records and arc presented in 
order to illustrate flic point that \vc 
should not depend on the cxstoscope 
alone for our diagnosis. In some of the 
cases, the trouble was caused by incipient 
spinal cord disease. in others, by a 
chronic congestive prostato-vesiculitis; 
in a few, by a tight stricture of the ure¬ 
thra ; in a large nnniher, by marked pa¬ 
thology in and around the I'erunionta- 
num and vesical neck: in still others, by 
a hypersensitive vesical neck irritated 
by a hyperacid urine: and in one case, 
by a pin-point meatus. The fact that re¬ 
lief followed measures other than the 
proposed prostatectomy and that this re¬ 
lief has persisted with occasional minor 
remissions for periods varying from 10 
to 25 years, is sufficient evidence^ that 
hypertrophy ivas not the predominant 
cause of the urinary dysfunction. 

Case 1, P. G., a writer, aged 60, was first 
seen in February, 1927 His complaint was 
increased frequency of micturition and perineal 
pain; he voided every three hours, diurnal and 
nocturnal, /or a period of seven or eight 
months; he had had gonorrhea 40 years pre¬ 
viously Prostatectomy had been advised. 

On examination, the prostate was found 
large and hard: the right seminal vesicle was 
palpable and sensitive to touch, the voided 
urine was clear, but the expressed prostato- 
vestcular secretion contained much pus. The 
urethral length was normal; residual urine, 
40 cc. The diagnosis was chronic prostato- 
vesiculitis. probably of gonorrheal origin. 

Combined vasotomy and vasectomy was ad¬ 
vised and performed The result has been 
satisfactory W'hen last seen, February, 1938 
(11 years later), he reported that he was feel¬ 
ing well, with no urinary symptoms. 

Case 2 G M-. a merchant, aged 35, the 
father of two children, consulted me in June. 
1909. For several months he had noticed 
occasional pain in the urethra, increa.scd noc¬ 
turnal frequency, straining at urination and 
a flow of urine on sexual orgasm. Previous 
history of syphilis or penile lesion was de¬ 
nied. He admitted a gonococcal infection eight 
vears pre\iously from which he had fully re¬ 
covered. Prostatectomy had been advised. 

The residual urine was 540 cc., and was 
markedlv purulent; no stricture was present; 


the prostate was large and congested; the 
knee jerk was absent; pupils were unequally 
dilated; the Romberg sign was negative; the 
\Vas‘5ennann reaction was 4 plus A diagnosis 
of incipient tabes and chronic prostatitis was 
made. 

Under appropriate treatment the urine be¬ 
came clear, the residuum disappeared and his 
symptoms improved perceptibly. He was under 
aiitiluetic treatment during the next 29 years, 
with frequent inter\’als of no treatment, and 
attended to his business successfully Death 
occurred in June, 1938, at 64, the cause being 
coronary thrombosis. 

Case 3. L. M,, a merchant, aged 5S, was 
first seen m June, 1917. His complaint was 
difficulty in starting the stream and greatly 
increased frequency. 10 to 15 times by day 
and 4 to 6 times at night; symptoms had been 
present 4 or 5 years and w'ere becoming pro¬ 
gressively worse. He left the city and was not 
seen again until September, 1928, 11 years 
later (age 69); symptoms were practically the 
same. A few months previously cystoscopy 
had been performed in a western city aiul 
prostatectomy advised. 

Examination revealed a fairly large prostate, 
soft and hogg}' in places; the left seminal ves¬ 
icle was definitely palpable and tender to the 
touch; gentle prostalic expression brought 
forth a purulent secretion at the meatus. The 
five glass test (^^^oIbarst) showed tliat the pus 
in the urine originated in the vesicles. Residua! 
urine (three tests) varied from 20 to 40 cc.; 
the urethra! length was normal. A diagnosis of 
chronic prostato-vesiculitis was made. 

Combined vasotomy and vasectomy was per¬ 
formed in October, 1928. The patient was la.*;! 
observed in November. 1937; he was then 78 
j’ears of age. He felt well, the urine was 
clear, he had no noctumia and the residuum 
was 30 cc. He reported occasional attacks of* 
vesical irritation which responded quickly to 
pyridium medication. 

Case 4. E. P., insurance broker, aged 49. 
married 12 j-ears, the father of five healtliy 
children, was in perfect health up to a year 
previously wlien he noticed a weakening of 
the stream, increased frequency and delay in 
starting the stream. Tentative diagnosis of 
prostatic hypertrophy, made by his physician, 
was corroborated by a urologist who performed 
a cystoscopy and found large prostatic lobes 
and bladder trabeculations Prostatectomy wa*: 
advised. 

Examination in January, 1914. re\cn’ J dear 
urine, residuum of less tli '•r , 

length normal and the ; 
larged. The 
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then acts as an expanding wedge. Rup¬ 
ture resuits from sudden strain. 

Weber's theory states that the con¬ 
dition is probably the result of an in¬ 
crease in the acidity of the tissues caused 
by some form of systemic intoxication. 

The toxic theory, which is similar, 
states that healing is retarded or absent 
due to some toxemia, with resulting 
acidosis. As a result, catgut absorphon 
takes place at a much earlier date. The 
true mechanism of the condition in 
qll instances still remains unknown. 1 his 
is evident from the different opinions ex- 

nressed by various writers. Maes feels 

that the cause is not any single factoi but 
a number of different ones. Mason 
states the problem is one ot proper 
wound healing. 

factors influencing \vound healing 

There are several factors, both local 
.nnd general, that must be considered .n 
wound healing. 

1. Local Factors: 

\ Condition of the M ound. Due 
to various contaminating factors, no 
nostoperative abdominal wound is germ 
Free when closed. HarnsoiT’ states that 
„]] incised abdominal wounds cultured, 
before closure, will show intective or- 
ranisin*^ This is because complete 
Seriliaation of the operative zone is im- 

'^°Under normal conditions, due to the 
small number of organisms present, tis¬ 
sue resistance will prevent an increase 
fn thi^'^ infectious process and primary 
" ]i„T will take place. Bacteria can- 
ot increase in normal healthy granula- 
Li ti-^ue to the e.xtent ot producing 
nfection. Clean wouiuB. theretore. 
should never be drained, ^ince ^ich 
drainage will oiten result m a marked m- 

fection. 

Under normal condition-, v.ound heal 
v.ill take place _ in a (k-nnitt u.a 
\A,.-dhv^ to Maes.' there lirst occurs 

• ho formation <>: 'ibrm v.hich glue- 


the wound edges together. I'his is fol¬ 
lowed by a proliferation of vascular buds 
and young fibroblasts. After 48 hours 
the fibroblasts become prominent and 
soon form adult fibrous or scar tissue. 
Howe and Harvey^* state that the ten¬ 
sile strength of a healing wound depends 
upon the growth and maturation of these 
fibroblasts. The maximum strength of 
this healing process is normally reached 
by the twelfth to the fourteenth postop¬ 
erative day. One-third of this strength 
is obtained by the sixth and healing is 
two-thirds complete by the eighth day. 

Aii}^ local or systemic condition that 
interferes with this process of fibro¬ 
plasia or prevents proper wound edge 
coaptation will cause delayed or imper¬ 
fect healing. This will predispose to 
later trouble. Any tissue, whether it is 
bone or soft tissue, will heal in a direct 
ratio to its blood and nerve supply, 
other conditions being equal. Interfer¬ 
ence with the nerve and blood supply 
by undue trauma or by long periods of 
stretching abdominal tissues with self- 
retaining retractors, resulting in accu¬ 
mulations of blood and serum, all tend 
to interfere with proper w'ound healing. 

B. Type of Incision. The method of 
abdominal a])proach still continues to be 
a debatable (juestion. Dickson states 
that in longitudinal incisions there is a 
constant tug of war going on between 
the two groups of oblique muscles. This 
will jmt tension on the suture line and 
produce an ischemia of the wound edges 
with necrosis. \\ ounds that are com- 
jilciely rela.xed and have a good blood 
supply will heal, regardless of the type 
of suture Used. 

Sloan' feel- that the longitudinal type 
of inci-ion 1 - re-ponsible for wound dis¬ 
ruption and po'.toperative hernia. He 
reciiumend- the Bhannenstiel and Mc- 
Burne\ t\])e- of incision for lower ab- 
• loimnal approach and claims that no 
wound di-ruptions follow this method. 

I here i- no <iue-tion but that transverse 
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WOUND DISRUPTION AND POSTOPERATIVE HERNIA 

JOHN A GREEN. il.D., F.A.C.S., F. I.C.S. 

ROCKFORD, ILLINOIS 


A POSTOPERATIVE wound may 
disrupt completely or partially. 
When the separation of the vari¬ 
ous tissues is incomplete, the stage is 
set for a subsequent postoperative her¬ 
nia. 

^^^ound disruption, eitlier complete or 
partial, generally occurs from the fourth 
to the tenth da\' following operation. 
Postoperative hernia, resulting from in¬ 
complete wound separation, may become 
apparent a short time following opera¬ 
tion, or months or even years later. 
Nevertheless, when the hernia does 
manifest itself, one can be assured that 
the origin of the condition dates back 
to time of the patient’s early convales¬ 
cence. 

Few patients with postoperative her¬ 
nia realize that during this period they 
avoided a wound disruption. Therefore, 
it is necessary to consider wound dis¬ 
ruption and postoperative hernia to¬ 
gether, since they are the result of the 
same causative factors and differ only- 
in degree. 

INCIDENCE 

The incidence of wound disruption 
and postoperative hernia is similar. The 
Jlayo Clinic reported in 1919 an occur¬ 
rence of postoperative hernia of 2.5 per 


cent in 28,270 abdominal operations. 
Wound disruption takes place in 1.5 to 3 
per cent of incisional wounds’'' ’ of the 
abdomen. 

Branch,’ reporting 3,142 cases of her¬ 
nia operated upon at the Peter Bent 
Brigham Hospital, found 9.5 per cent 
to be of the incisional type. Sloan’ quotes 
Mason as reporting a percentage of lO.S 
in 5,502 hernias operated upon at the 
Mayo Clinic as being postoperative in 
origin. 

Wound disruption is a formidable 
condition. The mortality- is estimated 
at 15 to 50 per cent."’’’* Repair of many 
large postoperative hernias is attended 
with great risk due to postoperative com¬ 
plications. 

Siiigleton” is of the opinion that the 
condition is preventable, but Baldwin” 
states it will continue to occur until all 
the causative factors can be accurately 
measured. 

ETIOLOGY 

There arc several causative theories. 
The Freeman theory states that due to 
inadequate closure of the peritoneum the 
omentum, acting as a wedge, forces its 
way through the peritoneum. The onicn- 
timi finally becomes strangulated and 
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they approximate. Due to their size 
they cause increased exudation and irri¬ 
tation in the tissues, and because they 
act as a foreign body, fibroplasia will be 
delayed. For these reasons they are not 
desirable. 

There is a difference of opinion as to 
whether a wound should be closed with 
continuous or interrupted sutures: 
whether catgut or silk or a combination 
of both is better: and whether the wound 
should be closed by the terrace method 
or with through and through nonab¬ 
sorbable sutures. Kennedy' advocates 
through and through sutures in wound 
closure, care being taken that the dif¬ 
ferent tissue layers are properly approxi¬ 
mated. He never uses buried sutures 
except silk, and then only in incisional 
ventral and umbilical hernias in which 
wide separation of the tissues is present, 
and in the obese. He states that neithcr 
he nor his predecessor. Dr. Price, has 
ever had a wound disruption following 
this method. 

In all the operations which 1 have per¬ 
formed for disrupted wound, the inci¬ 
sion has been closed with through and 
(hrouo-h sutures of heav\- silk, and good 
union has been secured in each case. One 
cannot but wonder if primary healing 
\\-ould not have occurred had the wound 
originally been .so treated. 

Thorek.-' on the other hand, rojx.rts 
a series of 15.000 cases in which closure 
'was by the terrace method with silk¬ 
worm gut or wire retention sutures; no 
eviscerations and no serious dilhculties 
remlted. Some writers do mu favor 
tension .mtures at all on the groumls 
that they predi.^po.se to wound mfeetii.n. 

Great amounts oi catgut used in 
closing wounds tend to strangulate tis¬ 
sues and cause tis.sue necrosi>. with sub¬ 
sequent edema, exudation and hein..r- 
rhage. It therefore predisposes to in- 
fecnon. Extravasated blood acts .i. a 
foreigit body and makes an excellent 
culture medium for the oro.ini'iU' prc' 


cut. These conditions can be prevented 
b}- maintaining complete hemostasis; 
taking care not to include too much tis¬ 
sue in ligatures and sutures: and using 
the minimal amount of catgut. 

The electrocoagulating knife leaves 
more necrotic and devitalized tissue 
than is present after a clean incision. 
Ellis"’ feels that two distinct types of 
tissue effect can be produced by electro- 
surgical machines, depending upon the 
quantities of the current employed. Un¬ 
due massive coagulation of tissues with 
charring and subsc(iuenl sloughing pre¬ 
vents proper wound healing and predis¬ 
poses to secondary hemorrhage. 

Roth W’ool.sey"'' and Ellis" feel that 
devitalized tissue acts as a nidus for in¬ 
fection and that a wound can never heal 
until all such dead tissue is removed or 
extruded. 

According to Schuerch.-’* daily irra¬ 
diations after the method of Coutard 
can be used preoperatively without ma¬ 
terially injuring tissue, but delayed heal¬ 
ing and sub.seijuent infection will follow 
electrocoagulation due to the presence 
of necrotic tissue. It is estimated that 
only bO per cent of electro.surgical 
wounds heal b\ primary union. 

^ D. Ixi'i.i n.i) ,\xi) Dk.vixkd W'ounds. 
The greater number of wound disrup¬ 
tions ;ind post()p(.T;itive hernia occur in 
infected and in drained wounds.’'’ The 
old rule. W hen in doubt, drain,” was 
changed several \ears ago to “Do not 
(ham if there is .a doubt." \\ ith a bet¬ 
ter undersi.andiiig ot the probable fu¬ 
tility ot abdominal drainage, fewer 
drains, m ilu- future, will be used. When 
dram.age must be Usfd, drains down to, 
but not through, the peritoneum w'ill 
prob.ably lie more effective and should 
le^^en the mcidenee of wound disruption 
and tuuire hernia. When mtraabdom- 
m.d (Ir.image necessary, a stab 
V. ••und type, n possible, is more desir- 
• diie ■ ( )ne 1 - often surprised in this 
t'pe ..! e.ive to see how much more rap- 
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incisions close more easily aiid that tis¬ 
sue approximation is completeil under 
less tension because of tlie alisence of 
tile lateral pull of the jiosienor sheath of 
the rectus muscle and of the skin. L'n- 
fortunatel}', ivhile transierse incisions 
ma}' be more anatomically correct and 
easier to close, they do not give as good 
exposure, which is so necessary for good 
surgery. E.xtension of the operative 
wound is more difficult with transverse 
incisions and the time required to enter 
the abdomen is longer. The majority 
of surgeons still favor the longitudinal 
type of incision with the e.xception of the 
McBurney type for simple appendec¬ 
tomy. 

The fibers of the posterior sheath of 
the rectus muscle run transversely and 
are without question one of the most im¬ 
portant structures to be considered in 
wound closure. In longitudinal wounds 
the posterior sheath often splits when 
closure is attempted due to the lateral 
muscle pull. This can usually be pre¬ 
vented with a mattress type of suture. 

McNealy and Lichtenstein'* aptly com¬ 
pare the transversalis fascia and the 
peritoneum as the inner tube of the ab¬ 
domen and the oblique muscles and ex¬ 
ternal fascia as the casing. They stress 
the careful approximation of these tis¬ 
sues if good repair is to be expected. 
Sloan," however, states that tissue re¬ 
pair cannot be e.xpected if tissues are 
destroyed and replaced immediately wdth 
some mechanical substitute. 

The probability is that the type of 
incision is not a great factor in wound 
healing provided careful closure of the 
different tissue layers is made. 

The location of the incision is also 
probably of no great import. Some 
writers'" '" report a higher incidence of 
wound difficulties in upper abdominal 
incisions, while others"''" feel that dis¬ 
ruption and hernia are more likely to fol¬ 
low lower abdominal wounds. Unless 
wounds are drained, the incidence will 
probably be similar. 


JIeleiie\ * states that 15 per cent of all 
incised abdominal wounds become in¬ 
fected. Such wounds wdll, of course, be 
more likely to cause subsequent trouble. 

C. Suture il.vTERiAL .\xd Method 
OF Suturing. Any condition or mate¬ 
rial that causes an increase in wound 
exudation will delay healing by retard¬ 
ing fibroplasia. Catgut will do this and 
may therefore increase the possibility of 
wound infection in a field that is not ab¬ 
solutely sterile. This is especially true 
of the larger sizes of catgut. Realizing 
this possibility and the fact that a suture 
need be no stronger than the tissue it 
appro.ximates, one should use the smaller 
sizes of catgut. 

McLeney'" states that 0 chromic cat¬ 
gut has a greater tensile strength than 
the tissues in which it is used. Larger 
sizes are therefore not necessary or de¬ 
sirable. The advantage of catgut, accord¬ 
ing to Kootz,"" is that it is an absorb¬ 
able material. In the presence of infec¬ 
tion it does not act as a permanent 
foreign body with the danger of sinus 
production. The disadvantage of catgut 
is that one can never know how rapidly 
it will be absorbed. 

Silk is a nonabsorable suture. It will 
remain in the tissues indefinitely and 
causes practically no tissue reaction. 
However, in the presence of infection, 
it acts as a foreign body. When silk is 
used, a special technic is necessary for 
satisfactory results. Some writers con¬ 
demn the use of silk and catgut to¬ 
gether. Others do not hesitate to use 
both in the same operative field. When 
silk is used, the smaller sizes are desir¬ 
able. Interrupted sutures should be used 
instead of a continuous suture. When 
silk is sterilized, it should be boiled and 
boiled but once. Boiling it in a light min¬ 
eral oil will apparently increase its ten¬ 
sile strength. It should never be used in 
infected wounds. 

Kangaroo tendon sutures the 

same faults as catgut. - '.^^ich . 

stronger than necei '' 
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fill in patients not suffering from inter¬ 
ference with the return blood supply. 

Kosdoea"’’ states the thyroid gland 
plays an important part in wound heal¬ 
ing and Eitel and Biecher"® have found 
that the thyrotropic hormone of the an¬ 
terior pituitary to be of value. 

TREATMENT 

After the wound has disrupted, cer¬ 
tain definite procedures are necessary. 
Depending upon the patient’s general 
condition, the wound should be resutured 
or treated by tamponade and strapping. 

If it is to be sutured, the abdomen 
should be prepared by scrubbing with 
green soap and water. Irritating anti¬ 
septics of all kinds should be avoided. A 
protruding omentum, if strangulated, 
should be removed. If it is not strangu¬ 
lated, it can be gently washed with salt 
solution and replaced. Any protruding 
intestine should be treated the same 
way. Due to edema in the wound edges 
and the difficulty of recognizing accu¬ 
rately the different wound layers, it 
ivould seem that a through-and-through 
type of suture closure is better. Heavy 
silk, silkworm gut or wire may be used. 
Silk is less likely to cut through tissues 
than are the other materials. It is the 
opinion of some that closure by the ter¬ 
race method should be again attempted. 
Strange as it may seem, hernia following 
wound disruption is relatively rare, re¬ 
gardless of the method of closure. 

In some instances the patient’s general 
condition does not warrant any surgical 
procedure. These patients and those 
with grossly infected wounds should be 
treated by the tamponade method. The 
technic is simple. It consists merely of 
cleansing and packing the wound with 
gauze and strapping together the wound 
edges with adhesive plaster. McCauliff^® 
advises this t\ pe of procedure in all dis¬ 
rupted wounds 

\\ hen postoperatu c hernia begins, it 
Is often a l\pical protrusion of the intra- 
abdominal contents through the inner 


layers of the abdominal wall. Later, as 
it becomes larger, it assumes the char¬ 
acteristic features of the tvell developed 
hernia. The neck of the hernial sac is 
relatively small. The incidence of ob¬ 
struction depends upon the size of the 
neck of the sac. Postoperative hernia 
differs somewhat from other types of 
hernia in that no true sac is present. In 
this type the whole region of the scar 
spreads and the peritoneum is often 
closely adherent to the skin, with no in¬ 
tervening tissues. 

The technical difficulties in the repair 
of these conditions become greater as 
the hernia increases in size. Repair of 
very large hernia is sometimes impos¬ 
sible. With a small hernia, exposure is 
usually easy, the sac is often removable 
and some form of fascial imbrication is 
possible. Interrupted sutures are espe¬ 
cially desirable in these cases. 

Rothschild®'’ has suggested an ingeni¬ 
ous type of closure for large hernia in 
which the peritoneal cavity is not opened. 
No attempt need be made, therefore, to 
free adhesions. Such an operation 
causes less shock and lessens the risk of 
peritonitis and postoperative ileus, tvhich 
are common complications in this type 
of surgery. In this operation it is nec¬ 
essary partially to denude the rectus 
muscle. Sufficient time has not elapsed 
to determine whether or not healing will 
be impaired by such a procedure. 

Kootz,®^ reviewing Gallie and Le Me- 
surier’s work, advises autogenous grafts 
of fascia lata or preserved animal fascia. 
He recommends the basket weave type 
of closure for all areas that cannot be 
approximated. When this method of 
closure is used, the approximation of 
the grafts must be sufficiently close to 
prevent the occurrence of hernia be¬ 
tween the graft strips. Preserved fascia, 
while not as ideal as the autogenous 
graft, is much superior to both heaty 
catgut and kangaroo tendon. The fascia 
grafts will eventually become incorpo¬ 
rated into the tissues. Catgut and kan- 
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idly the incisional wound will heal a*, 
compared with the stab wound The 
incisional wound, in these cases, mil 
often heal as normally as any unciuu' 
plicated wound. W hen drams are placed 
throusrh the incisional wound, care must 
be used not to stranip-ilate tissues by too 
tight suturing around the dram and to 
reinforce the suture line at these places. 
According to Glassner.” the associated 
infection that occurs, subsequent to 
drainage, causes an early absorption of 
catgut and is abso responsible for the 
earlv slipping of knots. This is con¬ 
curred in by Harnagel,-'' who deplores 
the use of unnecessary drainage and 
also comments on the difiference in the 
rapidity of healing in undrained and 
drained cases. 

Hartzel’"' is of the opinion that drain¬ 
age through an ojierative w'ound favors 
disruption or subsequent hernia by not 
allowing proper tissue appro-ximation. 
He quotes Bryce, McFetridgc and Jen¬ 
kins as being of the same opinion. 

Exeessive wound tension is unques- 
tionablv a factor in proper wound 
closure’. Glassner” states that all other 
factors are secondary. \\'hen postopera¬ 
tive abdominal tension becomes suffi¬ 
cient, the fibers of the jiosterior sheath 
of the rectus muscle are the first to break. 
This is followed by a separation of the 
peritoneal edges and normal healing 
is prevented. Baldwin" recommends 
closing the peritoneum and (losterior 
sheath of the rectus muscle with mat¬ 
tress sutures in order to give these tis¬ 
sues better support. 

Sloan’ feels the length of the incision 
increases the risk of inefficient closure in 
direct ratio to its length. Other writers 
state that this makes no particular dif¬ 
ference. 

2. General Conditions: 

Wound disruptions may occur at anr' 
age from early infancy to old age, but 
they are more likely to develop in the 
age extremes. Recently I have had this 


e.X])crience m a .six-weeks old emaciated 
bab}- suffering from pyloric stenosis, 
.^cemdary closure with through-and- 
through .silk sutures was followed bv 
good union. 

.Some writers” '''' maintain that the 
condition occurs most often in the age 
that carcinoma exists, namely, the third 
to the fifth decades. It must'be remem¬ 
bered that more surgery is done during 
this period than at other periods. How¬ 
ever, wounds do heal more slowlv in the 
presence of systemic disease (carcino¬ 
ma, anemia and cachexia, jaundice and 
diabetes) and in cases of marked debv- 
dration and general debilitv. 

Deficiency in vitamin C. hypopro- 
teinemia or an allergic condition may 
be a contributing factor to delayed or im¬ 
perfect healing. Hartzel and Winfield” 
quote Wolbach and Howes as being of 
the opinion that many patients, due to 
vitamin C deficiency, lack the ability to 
produce and maintain the intracellular 
substance necessary to produce healing. 
This tendency is noticed in the early 
spring and fall, when vitamin C is sup¬ 
posed to be at its lowest ebb. The con¬ 
dition seems to be more fretpient in 
Northern than in Southern races. An¬ 
imal experiments show that animals fed 
on a high protein diet have more rapid 
and complete wound healing than those 
subjected to low protein intake. 

Postoperative coughing, vomiting, ab¬ 
normal straining and distention, espe¬ 
cially the latter, may all be causative 
factors. This is especially true in de¬ 
bilitated patients and in the obese. Since 
the Wagensteen tube has been used for 
bowel decompression, cases of abnormal 
postoperative distention har e become a 
much less serious complication. 

Fine and Hermanson’" have recently 
reported the relief of abdominal disten¬ 
sion with pure oxygen inhalations, which 
they .state will eliminate the n-~”’ t->rfr.rs 
of distension, namely. If 
nitrogen. This method , 
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31. Kootz, A. R. : Prcsenecl Fascia in Hernia Repair 
with Special Reference to Large Postoperative Her¬ 
nias, Arch. Surg. 26: 500 (Mar.) 1933. 

32 . Schlesinger, A.: Operations for Large Hernias 
of Abdominal Cases, Zentralbl. f. Chir. 59: 1151 
(Sept.) 1932. 

Additional bibliography will be published in the re¬ 
prints. 

RfiSUM^ 

La rupture dcs plaics ct dcs Iicrnics 
posHoperafoircs 

Les complications sont dues a diffe- 
rentes causes, locales et gaierales. Le 
siege et la nature de la plaie et la nature 
du materiel de suture sont des facteurs 
d'importance secondaire. T1 importe de 
bien comprendre les facteurs de cicatri¬ 
sation normale et d'eloigner tout ce qui 
pent retarder Tunion des plaies. Les 
plaies infectees et les plaies necessitant 
le drainage recevront des soins minu- 
tieux. Les plaies seront resuturces ou 
tamponnees et les marges rapprochees 
par des bandes d’emplatre udhesif salon 
1 etat general du malade. 

ZUSAMMENFASSUNG 

Aufbrcchcu dcr JVuiidcu uiid post¬ 
operative BritcJic 

Aufbrechen dev W'unden und post¬ 
operative Hernien werden nicht durch 
eine einzige Ursache, sondern durch 
mehrere, verschiedene Griinde, die so- 
wohl ortlicher, vie auch allgemeiner 
Katur sein konnen, hervorgerufen. Die 
Art und Lage der Wunde und die Art 
der verwendeten Not materials sind 
eon sekundarer Bedeutung. Die Kent- 
niss der normalen \\'undheilung und der 
sie verzogernden Faktoren ist ausserst 
wichtig, Infizierte und drainierte Wun- 
den mussen besonders beobachtet ver- 
den. Die W'unde muss wieder genaht 


Oder mit Packung' und mit Heftpflaster- 
A'^erband behandelt Averden, je nach der 
allgemeinen A^erfassung des Patienten. 

SUMARIO 

Rotura de Jieridas y hernias pos- 
operativas 

Roturas de hcridas y hernias ])os- 
operatiA^as tienen niuchas causas dife- 
rentes, ambas local y general. La locali- 
zacion y tipo de la lierida y la clase de 
sutura usada son factores de segunda 
importancia. Un conocimiento de la cica- 
trizacion normal de heridas y de los 
factores que retardan dicha cicatriza- 
cion es imperativo. Heridas infectadas 
3 ^ con drenag'e deben de recibir atencion 
especial. La herida debe de ser resutu- 
rada 6 tratada por taponamiento y 
aproximacion con esparadrapo, depen- 
diendo en la condicion general del en- 
fermo. 

RIASSUNTO 

Perito Fratturante ed Entia 
Postoperative 

Ferita fratturante ed ernia postopera¬ 
tive risultano da non una, ma da j)arec- 
chie cause diverse, ambedvAe locali e gen- 
erali. La posizione ed il tipo di materiale 
di sutura usati sono fattori d’importanza 
secondaria. Una conoscenza di guarire 
una ferita normale e dei fattori che 
ritardano tale guarigione e imperativa. 
Le ferite infettate e prosciugalc dovreb- 
berro ricevere attenzione speciale. La 
ferita si dovrebbe risuturare o curare 
da tappi di cotone o d'altri tamponie e di 
taffetta, dipendente daha condizione 
generale del paziente. 


}}'OV.\n i>i\h> r/i''\ !\r {'(>'' infi f.' uirL iii.ks'u 
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garoo tendon will reuiani a- 
bodies until they are ah-'orhed 

Sclilcsinger^“ advice'- o|»cnnn; 

the abdomen or atte)iii)ime \>< rtJ))«Ae 
large liernial sacs. Such ,i ^.h\ Ik siaic". 
is a good pad to lie u^ed hi ilv j*ei»»n- 
striiction of tlie ahdonun.d u.dl 'Phe 
type of operation lie reenmnu-nd^ »s \(T} 
similar to that suggested h\ Knihschild 
except for a special tcclmic used )n ap¬ 
proximation of tlic fascia and muscle. 
In the repair i^f these wounds intei- 
rupted and mattress types of sutures are 
desirable, regardless of what kind j)f 
suture material is used. 

General or spinal «nncsthesia arc pre¬ 
ferable because local anesthesia can only 
add extra insult to tissues tliat are 
largely severely taxed.' 

SUMMARY AND CONCLUSIONS 

1. Postoperative separation of ab¬ 
dominal incised w'ounds, \vhether com¬ 
plete or incomplete, is an accident at¬ 
tended by serious possibilities. 

2. Wound disruption and postopera¬ 
tive hernia result from no one. but from 
several different causes, both local and 
genera). 

3. The location and t}'pe of wound 
and the type of suture material used are 
factors of secondary importance. 

4. A knowledge of normal wound 
healing and of the factors that delay 
such healing i.s imperative. 

5. Infected wounds and drained 
wounds should receive special attention. 

6 . It is to be hoped that ivith a better 
understanding of these conditions, 
wound disruption and postoperative her¬ 
nia will become less frequent and will 
eventually be eliminated. 
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the future is secure so long as our own living 
flesh links with the hands of those who have 
gone and those who are to come. 

Let us go forth from this meeting resolved 

to teach and be taught. 

We who are the seniors—let us seek out the 
young man and set his feet more firmly on the 
upward path. 


You who arc young—put forth your hand for 
the guidance tliat is your birthright. 

Thus—and only thus—shall our ancient debt 
be paid. 

Thus—and only thus—shall we ever know that 
progress which Victor Hugo so truly calls "the 
onward stride of God.” 


THE VENICE ASSEMBLY 

(Impressions: from the Notebook of the Editor) 


C hurch bells and the sea! A new Venice 
come to the judgment of men whose picd- 
d-terre is the surgical amphitheatre . . . 
This quiet Sunday morning in a little Florida 
town the pause between hours, days, weeks of 
work’and a few breaths of communion with fel¬ 
low surgeons in a conference strategic for the 
Ivir we wage against disease, deformity and 


“Plenty of fresh air!” 

We got it. 

The Albec airport and a professional air meet. 

Daredeviltry in the ether, not ivitli it, as we 
surgeons sometimes sec! Art Davis in a plane. 
. . . A rube in tbe tall town cranes not so breath¬ 
lessly. . . . Flow docs a bomb drop? We were 
shown! How much of a gymnast can a man be 



Men of many climes and varied spe- 
■ V a common .muiI in the labors oi 

''cr'aml hunmniiariamMii. . . • The IciCnotif 

icrcj aiul 1 ^ Three men on whose 

. . Lesprti I <■ ‘ A- „riucipal burden'- of 

le mechanics oi tne .\ - 

lonqlass and Charky Arnold. 

—o— 

, .d- -a bree/e! A t.w.n fimira- 

e.i,n .am - ,,..>.r.itmc amphnlKatre 

I'.-- ■--"■I 

l.re.aKi.a . ^ ^ ... cit.'-ii' 

inber, inn: r.m. 1 1 b-.i-.G-. 

..ices and innt< o. y _ 

onh in Ik-: 't:,;': V ... ... 

he conniCe ‘o - . , i. s 

. r:..> : '-v ' - T , L .• 


with his |)lane? How much a part of him is this 
wonderful mechanism of silk and aluminum, steel 
and equilibrium? . . . That's the secret, yc.s— 
cquiUhrium —Furope has lost it—r.QuiLiURiUM— 
the sine quo non of the surgeon’s skill—the mir¬ 
ror of the eternal balance—that elusive endow- 
nieiit that makes it possible for men and their 
<-c.ilpeis to enter the s.icred provinces of God and 
Xatiire . . . cquilibriuni —once lost, disaster fol¬ 
low--, to mind, to body, to brain, to soul, to men, 
to undert.ikiiigs, to nations. . . . The sunny south 
.1 bit out of balance berself—chill frost—great 
tiiouqhts, perhaps, but not great enough to forc- 
fend the aftermath of ga/inig too highly upward 
—extra v_e..toIes and cere ical myalgias. 

Hlessedm--- of hot water . . . clean linen. .After 
. 11. there an anode lies of semi-preciousness—and 
r. -or: CO n.tri'-s .dioimd in the good masseuse. 






address of president FREDERICK M. DOUGLASS AT CONVOCATION 
OF FIFTH ANNUAL ASSEMBLV, U. S. CHAPTER, 
INTERNATIONAL COLLEGE OF SURGEONS 


T ^HERE is a debt that all of us have incurred 
to possess the title and the honored estate 
of the doctor of medicine. 

It is the debt we owe to the men who touched 
our common clay and shaped it to the point of 
view that fits the man of medicine to labor at the 
very threshold of God 

They taught our eyes to see. 

They taught our ears to hear. 

They taught our brains to sift and weigh the 
evidence of eye and car and to seek out hidden 
meanings beyond the frontiers of cstahhshed 
knowledge. 

They taught our hands to do the reasoned 
bidding of our brains, and last of all—*and best 

of all_they taught our hearts compassion and 

forbearance 

Our debt is to these men but it cannot tbe paid 
as other debts are paid. We must pay it as 
they in their turn paid their debt to the men 
who did for them what they did so well for us. 
We must teach new eyes to sec, new ears to 
hear, new brains to think incisively, new hands 
to serve, new hearts to be steadfast and true 
to the ancient trusts that have made the phy¬ 
sician the first friend of man. 

Gentlemen, medicine in our day walks upon 
the heights. We have made mighty conquests 
and our forces arc arraj'cd for greater con¬ 
quests still. 

The least of us possesses knowledge and skills 
that would have been denounced as witchcraft a 
hundred years ago. 

Wc have filled whole libraries with the store 
of our vast new knowledge. We have set up 
marvelously detailed systems for the swift ex¬ 
change of information, and there is no field of 
medical or surgical endeavor that lacks today 
for a special organization to serve its special 
needs. Never before has medicine had such won¬ 
derful machinery for doing its ^\o^k in the world. 
And yet— 

Yet, after all, it is only machinery, and we 
must not let ourseKcs fall into the trap of over- 
rcliance upon system and organization, however 
persuasive and fool proof they may seem to be. 


There is too much at stake—not only the pro¬ 
fession of medicine as wc know it, but the fate 
of all those who look to medicine and surgery 
for deliverance from needless suffering and 
needless death. 

Machinery is not enough. 

It can thrust facts before our eyes, hut it can¬ 
not make us see truth. 

It can fill our cars with case histories and con¬ 
clusions, but it cannot teach us to listen for and 
hear the faint whisper of individual departures 
from a hypothetical standard. 

Machinery can fill our brains with information, 
but it cannot create wisdom, and there is no 
machine that can deliver a lecture on ethics so 
telling as the frown or smile of a living man 
whose blameless life has given blood and sub¬ 
stance to the code of Hippocrates. 

No—all these things arc the province of the 
teacher, not of machinery; and when I say 
“teacher” I mean— 

I mean you, my colleagues, all or you. 

I never knew a doctor of medicine so poor in 
spirit and accomplishment that he did not have 
somclhiuff to add to the treasury of medicine 
or something to say for the guidance of others 
walking the long hard way that every doctor must 
follow. 

I never knew a doctor so rich in wisdom, skill, 
experience, and ethical excellence that he could 
not learn new lessons by making common cause 
with lesser men. 

There is no monopoly of ability and skill. 

The best of us can learn from the least of us. 
and what wc learn by putting our heads together 
and taking common counsel; what wc learn by 
looking at our own failures in the light of an¬ 
other’s success; what wc learn in the electric 
atmosphere of the open forum—all that is the 
learning which brings the valleys of medicine 
closer to the soaring peaks of medicine and will 
level them for the greater good of.mankind. 

Gentlemen, it is not for legislators and mobs 
to say what the future of mc'1’ ' ^hal’ 

We are the masters of u ^ -h 
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the son has invented. ... Dr. Goldsmith has 
found a new way of reducing the temperature 
of water to helow freezing. ... A new sponge 
demonstrated by Oscar Nugent. . . . Chevalier 
jackson and Brooke Bland of Philadelphia in a 
lengthy Socratic dialogue in an angle of the 
patio. ... 

Before Steinke of Ohio, Jepson of Sioux City, 
DeMuth of Vancouver and Bill Carson of lilil- 
waukec, McCormick of Ohio mounted on a ros¬ 
trum, holding them spellbound. . . . President¬ 
elect Desiderio Roman, smiling broadly and loit¬ 
ering at the Bell and Howell booth with much to 
say to Moses Behrcnd. . . . Everybody happy, 
cv'crybodv interested, everybody friendly. ... A 
bit beyond, Earl Craig of Philadelphia. Tom 
Harris, Golden, Cannaday, terribly interested in 
each other's opinions. 


Snakes ! 

What a symposium that was on snake venom. 
Canic recess. Texas “Jim” Mitchell took out 
one'of the giant rattlers. Old Croatalans is a 
foul, scaly, rattling length at his ever indecent 

best. , . - 

By the back of the neck those expert fingers 

of Texas Jim’s grasped the rattler. 

Out flashed the fangs! Deftly beneath the 
venom-dispensing dentnry went the little white 
Mass beaker. Drip! Drip! Venom plus venom. 
The snake wriggled. A visiting surgeon, as clean 
in a while linen suit and the aura ol ins sacred 
profession of healing as the snake was dirty in 
his writhing length and his lethal lacultie.s. took 
a firm hold on the long, strong huttony tail ot 

Eve's tempter's scion. . , 

Ouicker than a flash under visdile hyperpen- 
stuTsis the rattler ejected a stream ol ochre yellow 
all over the uhite linen suit, in a gnat gush 
from his caudal extreiiiiti. 

With ecpial promptitude the surgeon droppe.l 

the south end of the snake. . 

"Good Heavens! Look at ttn> . he cried. 

^aid Texas lim. -Doctor, you u.mld do worse i 
voVucre in that poor snake's fix." .\n<! he po.nte.l 
to the reptile in all soleuitut>. 


The last day of the 
Every man hated m 
had to tell, to learn . . 
The wc.ather va^ mo- 
tu <mr grief, at ttonn'. 
.-nd rained. The tempe; 
ot the je-Mo::- v.a' 

the ro-tmni ue hear- 

. a .. a: t Dr 


Coiigre?'. eeiiie.'day. 

<-o . . . ^" much more we 
.iiiii tee Hied each utlier 
I jMilite. .'t' a b.acl.ground 
r the >t.ie' \ee['t. it rallied, 
r.'.turc d.ropp'd. The tctnji-» 
tip to rai'v It! Fro't; 
, 1 . .'.mmg other-. Dr P 
D.-: !■ r: > R' -t Phi!- 


adclphia: Dr. Clarke Brooks, of Detroit: Dr. 
Andre Crotti, of Columbus and Dr. E. J. McCor¬ 
mick, of Toledo. 


At night the convocation. 

Those admitted into the College from the 
United States Chapter and from foreign chap¬ 
ters were received into our midst. On the scrolls 
of the organization their names were inscribed. 
■■Marshall'' Golden of West Virginia led the Pro¬ 
cession of the Convocation, with its inc.xpressihic 
appeal. 

And it was Golden who presented the United 
States Chapter with a magnificent mace, as rich 
in its beauty of design and workmanship as in 
its inherent and significant symbolism. 


Afterwards the assembly about a great, roar¬ 
ing, flaming driftwood fire, holding in its heart 
the age old sign of material comfort to mankind. 
If only 1 had had iny camera with me! 

For silhouetted against that red and orange 
background were three real men of the day, 
three persons who have labored so bard in the 
pursuit of surgical ideals that the impress of 
their efforts has been jierhaps the mightiest factor 
in the remarkable progress of the International 
College of .Surgeons—Crotti. Albee and Arnold I 
I stood there, held by my own emotions, when I 
felt a hand on my elbow. I turned to sec a vaguely 
familiar figure of a man with a diploma under 
his arm. .As my senses focused on his face, rec¬ 
ognition dawneil. I knew him now—Sethcr, Rush, 
1904. We grasped hands firmly. 

■■The years have been kind to you, Max,” he 
said with great generosity. 

1 hroiigh m\ mind ran the remembrance of 
his own handsome countenance nearly forty years 
ago, free from the furrows of time and service 
and self sacrifice. 

"Yon. too, m\ friend,” I answered. “You, too, 
the fates bate treated with consideration.'■ 

—f)— 

1 here were, of course, the inevitable post¬ 
mortems, now that the convention was closed 
otfieially. I here was packing to be done. Last 
minute social amenities to be achieved. The ciis- 
tom.ar\ rush to make the tr.'iin, that is as much 
the part of a joiiriuw as the actual conejuest of 
di-t.'tnce .\nd homeward bound, the savour of it 
.dl to be reha-hed and digested, 

Liickr lor me, I .am fond of hash—or ragout 
■ •r goula-h, whateicr ton wish to call it. .At any 
rate. It I- an intemational dish—like a good 
-iireeon. 
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HISTORY OF THE COLLEGE AND GUILD FUNCTIONS 

RADIO ADDRESS BY 
CHARLES ARNOLD, M.D., F.I.C.S. 

LINCOLN, NEBRASKA 


L adies and gentlemen of the radio audi¬ 
ence, and fellow members: 

In Switzerland, the oldest Republic in the 
world, on the shores of Lake Geneva, in the his¬ 
toric Peace City of Geneva, the International 
College of Surgeons was founded in 1935. 

The original body was a group of Regents, 
selected from the leaders in the surgical profes¬ 
sion, from every country of the civilized world. 
It was the aim of the Founders to require these 
Regents, not only to assist in the governing of 
the International College of Surgeons' Body, 
but to see to it that national chapters were formed 
in their respective countries and districts. 

Because of the generally upset conditions in 
the world, brought about by the ravages of war, it 
has been impossible to carry out to the fullest 
extent this original conception of the Founders. 

We are pleased to state, however, that in a 
number of countries of the world, among which 
arc Mexico and the United States, outstanding 
chapters have been organized, and arc function¬ 
ing according to the purpose laid down in the 
original Constitution. 

In December 1936, there was a meeting o 
sixty-three Regents from the United States at 
the Academy of Jfcdicine Building, in New ^ork 
City who launched the United States Chapter. 

These Regents elected officers, and appomted 
Committees, and charged them with the drafting 
of Tconstitution and By-Laws to govern this 
°rouP in the United States. The duties with 
tvhkh they were charged have been earned out, 

A tlip Chanter was properly incorporated. 

"''The fir?Sdentific Meeting of the United Smtes 
inenrs Ivtern.xtio.val College of Suk- 

oEON^was held 'at the Waldorf-Astoria Hotel 

-u'rhF mteSg/iuhoritics Vn their respective 
Mwe atos presented p.apcrs ot intense interest 
Xd Urn discussions following uere indicative o, 
;i?e a^reciatioii of those in aneriGance. 

.. 

l.impa. romembertd 


e.xeUKi.. ^ 
ch'nic'Uere 

At tH r>A A.p 




These changes definitely eliminated any ob¬ 
jectionable features which may have been pres¬ 
ent in the original draft, and placed the organi¬ 
zation in a position where no one could doubt its 
ideals and purposes, and the unselfish desire of 
its leaders to assist in raising the standards of 
surgery. 

In May 1939, the Fourth Assembly of the 
United States Chapter was held in New York- 
City in conjunction with.the first Scientific As¬ 
sembly of the International Body. At this meet¬ 
ing, there were representatives from 25 foreign 
countries, and an outstanding scientific program 
was presented by these visiting surgeons, to¬ 
gether with clinics at the leading New York 
hospitals. 

At this meeting, headed by .Ambassador Najera 
and Dr. Manzanilla, the newly formed Mexican 
Chapter, composed of outstanding members of 
the Mexican Surgical Society, were admitted to 
the central organization. 

We arc gathered this week in Venice, Florida, 
at the Florida .Medical Center, with Dr. Fred H. 
■Albcc and Dr. Jnlicn C. Pate ns hosts, to partici¬ 
pate in the Fifth .Assembly of the United States 
Chapter. 

Our program is graced by outstanding men 
from every part of the United States, together 
with representatives from Canada, Mexico, and 
Cuba. The registration at this Assembly far e.x- 
cccds that of any of the preceding meetings. 

The formation of Postgradu.atc Study Guilds 
was early recognized .as one of the essential de¬ 
partments of this institution. 


The Founders of the Inter.xatio.val College 
OF SuRGEO.xs realized, ;is \\e all do, that there 
.yc many adequate surgical societies which have 
for their aim, as sw do. the advancement of the 
art and science of surgery. One of the principal 
aims of the Founders is to perpetuate and afford 
the opportunity to gam the necessary knowledge 
to better ser\c humanity In fact, since its incep¬ 
tion the Founders aimed that this should be made 
the primary and principal function of the College, 
In order to do this successfully, it was iinani- 
rnotisiy (iicidcd that f'ostgrndnatc .Study Guilds 
should he instituted in every St.ate in the Union, 
.iiul in su!)di\,Mons of countries where national 
chapH rs u, re torined 'fhese Postgr.iduatc Study 
'/iiiMs v.tre kgaily authorized on July 18, 193/ 
iiid v.ir< ni.alt a i,,,rt of tin Inti niational policy 
It the Phdaddphi.i rnternationa! Kvecutivc A'c- 
-•m'dy u) KDS 
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States Chapter, the Rcsrciits in thcfr rcspectJi'e 
stales were charged with the (lui> of asstmlding 
and electing from their muisi .1 Piesjdent, Sicri- 
tary, and Treasurer, and such other Officers as 
they might require to function according to t?ie 
By-Laws of the Parent Bod} 

After this organization meeting, they were fur¬ 
ther charged by the President to hold at an carl> 
date surgical clinical meetings, at which gather¬ 
ings, members residing in respective Jocahlies to 
the members assembled \sere to present clinical 
cases and perform operations. 

Those presenting cases ivould be required 10 
read the record of each patient, showing that n 
careful history had been taken, and that logical 
reasoning was employed to arrive at a correct 
diagnosis. The operating technic of the presiding 
surgeon was to be studied, and his postoperative 
treatment was to be set forth by him for the con¬ 
sideration of those present. 

Following the clinical work of the morning, 
the Members were to retire for lunch and to con- 
timic their meeting by a frank discussion of what 
they had observed throughout the morning hours. 
Out of these discussions, it was hoped, would 
result helpful and constructive criticism which 
would assist toward the attainment of our uJti- 
mate goal—belter surgery, better surgeons, better 
service to mankind. 

These meetings arc to be held at least twice 
a year, and arc to be supplemented by more fre¬ 
quent meetings of study groups in the respective 
cities, or communities, and arc to be conducted 
m whatever manner the Officers and Members 
may decide. , , 

Wc arc pleased to announce at this time that 
there have been in operation for over a year, 
Postgraduate Study Guilds in a great number 
of the states of the Union Indiana was the first 
to become active, with surgeons from Pennsyl¬ 
vania forming their nucleus only a few days 
later; they in turn were followed closely by West 
Virginia 

Colorado surgeons had organized their Guild, 
and since its organization, they have added to 
their number several professors from the Uni¬ 
versity of Colorado School of Medicine. 

New Mexico surgeons organized their Guild 
ill 1939 and thus had made a contribution to the 
elevation of surgery in that State. 

The Surgeons of different sections of Ohio 
who arc members of the Coli-ege ha\c been 
meeting as Study Chibs for over a }car. 

New England has only lately been organized 
and this unit is rapidly developing. 

Other -States are actively following the example 
of these already enunicraicd. And I am informed 
by President Douglass that inquiries are con¬ 
stant!} reaching his desk from Fellows and Mem- 


btrs of the 1. or iigc in oilier States, throughout 
tht connti}. nqiic^rnig information and asking 
authonU loi (hi toimation of Guilds in their 
districts 

The Ct.iistifiuitiii ,ind li}-Laus provide for 
three principal classes of mcmfiership: Fellows, 
Members, and Associate Members. 

Fellows of the College are those who have 
attained a high degree of cfficicnc}', and arc so 
recognized by the profession They must be 
men of umistial and outstanding ability, and shall 
hate contributed to scientific literature, and shall 
ha\e made contributions in other ways to the art 
aiiii science of surgery. They must, of course, 
tlevotc all their time to surgery, and be looked 
upon as leaders in surgery, not only in their re¬ 
spective communities, but in their State, and 
throughout the country. 

The Member of the College shall be one who is 
younger in the service, and who has not yet 
reached that grade of efficiency demanded of a 
Fellow. He shall he known for his industry and 
his earnest desire to improve himself and increase 
his capabilities. 

Associate Membership takes in that larger 
group of young men who are seriously and 
earnestly endeavoring to qualify for that high 
position which they have set out to attain. 

It is to these men that the International 
College op Surgeons extends a helping hand and 
would have them fed that this organization Has 
been truly created as a College, to function as a 
College per sc, in order that they might be better 
able to surmount the obstacles, which come to 
everyone, but particularly to the younger men. 

The United States Chapter of the Interna¬ 
tional College of Surgeons has authorized the 
establishment of a Postgraduate Endow’ment Fund 
to receive bequests, gifts, and donations, the in¬ 
come from which will be used to send Professors 
of Surgery, from various Universities, as In¬ 
structors in their respective specialties to meet¬ 
ings of the Postgraduate Stud}’ Guild. 

Thus it is to he hoped that the efforts of the 
Officers, Fellows, Members, and all Associates of 
the College w-ilJ bring about the realization of 
the program wc have just outlined. 

It IS further to be hopeil that this organization, 
tinique in this respect, it being the only surgical 
organization in the world which provides such 
a program, and which has no conflict with any 
other Society or College, and which ilcsircs to 
assist any otheY Society or College in its pro¬ 
gram, may have the satisfaction of .assisting these 
younger Surgeons of whom we ha\e in the past 
demanded much, but have helped little, in attain¬ 
ing that degree of efficiency which will promote 
them to the class of ^^ember5 and enable them 
to qualify and gradu.atc to Fellowship. 




SPRING MEETING OF NEW ENGLAND GUILD 


The first spring meeting of the New England 
Guild. International College of Surgeons, was 
held March 27 at the Hospital of St. Raphael, 
New Haven, Conn., under the direction of the 
New England Activities Committee. 

Surgery was observed from 9:30 to 12:30. Fol¬ 
lowing luncheon, the afternoon program began 
with short addresses by Dr. G. S. Foster, chair¬ 
man of the Activities Committee, and Dr. Joseph 
Linde, president of the Connecticut State Medical 
Society and Health Officer of New Haven. 

Twenty-minute talks were given as follows: 
“Appendicitis," by Dr. James .-K. Gettings, chief 
surgeon of the Hospital of St. Raphael; ‘•Spon¬ 


dylolisthesis," by Dr. Dennis O’Connor, attending 
orthopedist to Grace Hospital, New Haven, and 
assistant attending orthopedist at the New Haven 
Hospital: “Partial Intestinal Obstruction," by 
Dr. Andrew McQueeney, member of the surgical 
staff of St. Vincent's Hospital, Bridgeport, Conn.; 
“Gastric Surgery," by Dr. Edward Kirschbaum, 
surgeon to the Waterbury Hospital and medical 
c.xaniincr for Waterbury, Conn.; “Gall Bladder 
Surgery.” by Dr. .A. J. Mendillo, formerly chief 
surgeon of the Grace Hospital, New Haven; 
“Head Injuries," by Dr. William German, profes¬ 
sor of surgery at Yale Medical School; and 
“Pathology,” by Dr. Robert Nesbit, pathologist 
to St. Raphael’s Hospital. 


INDIANA STUDY GUILD 


The Indiana Study Guild of the International 
College of Surgeons met at St. Anthony’s Hos¬ 
pital. Terre Haute, on January 11 under the 
auspices of Dr. J. Rudolph Yung, president, 
assisted by Dr. John E. Dailey. The clinical part 
of the meeting began at 9 a.m. It was followed 
bv a luncheon and roimd-table discussion which 
ended at 5 p.m. 

Four operations, skilfully performed, were the 
f'icci tic rcxicUinct of the highl\ interesting and 
instnictive clinic. There \\as a constant stretim 
of questions and tiiisuers. The afternoon round¬ 
table iliscussion was informal, informatne and 
eniovable. There was freedom from restraint in 
asking or answering questions on the cases seen 
and on a variety of other subjects of general 
interest. The gcmiiiiel\ friendly atmosphere was 
aetmir.ibly suited to the free evchailgc of opinion. 

Dr. Yung discu^-ed in detail the subject of 
goiter, stressing the imp.irtaiice of proper diag¬ 
nosis and the interrel.ition of seinptonts and 
signs. He C.'iiled r.ttentioii to the \alue of laren- 
go'cop;. in detecting m.ilign.ane'e He elaborateil 
e'T. the- hr.c.ards .iTiii dime'uhK- encountered in 


removing intratboracic goiters and on the tech¬ 
nical steps which facilitate the operation. He 
also presented his interesting c.xperienccs with 
presacral resection in the treatment of dysmenor¬ 
rhea; following this he demonstrated instru¬ 
ments. secured in France, which he uses success¬ 
fully in banding and plating long bones. 

Dr. V. A. Lapenta discussed uterine fibromy- 
omas and technical procedures for their removal. 
Drs. John W. Emhardt, Myron Curtner, Yung, 
Simon Reisler and Dailey participated in the dis¬ 
cussion. 

Dr. Reisler called attention to a relatively rare 
condition of duodenal stenosis with atrophy fol¬ 
lowing ulceration and duodenitis, which he at¬ 
tributes to destructive circulatory changes in¬ 
duced by chronic disease in the duodenum. He 
mentioned three such cases upon which he had 
operated successfully. 

It was the unanimous ojiinion of all jiresent 
that the Guild meetings offer a most satisfactory 
method of education. 

—Simon Reisler, M.D., M.I.C.S. 

Sccrrlary, Iitdiniui Study Guild 
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NEW ENGLAND STATES GUILD 

The first meeting ot the Xeu- England States 
Guild, International College of Surgeons, was 
held in Westfield State Santtonum. Westfield, 
Mass., December 13, 1939. under the chairman¬ 
ship of Dr. Frank H Bachr. of Springfield. Mass . 
tvho pcrsonalK arranged the defads and pro¬ 
gram of this successful meeting. Excellent co¬ 
operation was alTorded b> Dr Ro\ Morg.in. 
Superintendent of the Westfield State Sanator¬ 
ium, and Dr. Paul V. Jakniauh. Comnnssjoncr 
of Health, State of Massachusetts. 

As early as 8 o'clock in the morning the doc¬ 
tors began to arriic to participate in the pro¬ 
ceedings. The morning program consisted of a 
“wet” clinic from 8:30 a m. to 1:30 pm. During 
this time the members of the hospital staff op¬ 
erated on some very difficult eases, demonstrat¬ 
ing each phase of technic and presenting details 
regarding history, treatment, progress, residence 
in the hospital follow-up treatment, social serv¬ 
ice investigation and observation for a five-year 
period. All phases of cancer work were gone into 
very carefully. Cancer of the breast and of the 
rectum were particularly emphasized and carefully 
demonstrated. The operations and proceedings 
were stimulating and were based on the concepts 
of the College as a teaching organization. 

At 1 p.m. an excellent luncheon was served 
m the dining room of the hospital. During the 
lunch hour, the New England States Activities 
Committee met at a small room ad/oining the 
dining room Much time was given to reviewing 
applications of candidates. The eligibility of the 
applicants was carefully scrutinized, care being 
taken not to refuse admission to anyone who was 


wr>nh,» ’anyone for personal 
■ ca.-'-o men of the tjpe whose 
Ifa.tJcrv’'ip ..irn to.- the College in New 

rnguMO the nighv>: s'.mding as well as preimote 
xht mi'.'.i.juuci 'I a high standard for all appU- 
c.iu*'. D'’ r.ifhr was elected pcnuanciU sccre- 
t.ir\ .n th, t.w.ikl Committee. 

The aitertfunt program began nt 2:15 with 
?n .\ddrv.<s of weieome by Dr. Jakmauh. followed 
h\ a" owtime ot the basic principles and objec¬ 
tives of the t'fliegc. Membership classification, 
objectives and ideals were explained. The after¬ 
noon was then devoted to the study of ten sub- 
icets. each one of which was covered by an ex¬ 
pert tn his special Imc of work. Fifteen minutes 
were allotted to each speaker, who illu.ctrated 
his subject with drawings. lantern slides and 
radiograms: ten nnntitcs were then given to di,**- 
cussion of the subject presented. Special men¬ 
tion should be made of talks given by Drs. Ernest 
M. Daland and Eugene W. Beauchamp on ear- 
ctnoma of the breast: Dr, Bachr, on malignant 
melanoma; and Dr. J. W. Turner, on metastatic 
malignancies of the lungs .'iiul skeleton. 

Through the cooperaiinn ot the hospital a 
young lady recorded registrations. As each doc¬ 
tor entered the hospital, he wa.« nSvdsted iii filling 
out a card, and thus a record of all in attendance 
was obtained. During the day requests were 
made for copies of the Constitution and By-Laws 
and the Jourx.m.. 

Before adjournment .it 5;4.*' p.m.. a vote of 
gratitude to Drs. Jakmauh, Morgan and Baehr 
was rccordetl. 

—George S. Foster, M.D. 


HAVE YOU PAID YOUR DUES? MEMBERSHIP FEES SHOULD BE 
SENT TO DR. BENJAMIN I. GOLDEN, DAVIS MEMORIAL 
HOSPITAL, ELKINS. WEST VIRGINIA 
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COLLEGE PERSONALITIES 


Professor Theodore Papayoannou 

I'icc-Prcsidcut, Iiifcniafiotial Collcpc of Siiytjcnns 


Dr. I'apavoaiinmt, nf Cairo. Ksr>l)t, whose 
splendid scientific competence has hecn rccosrni/cd 
in surgical spheres, is a man of rctnarkahlc abil¬ 
ity. His father, Lucas Papaynaunnu, was iirofcs- 
sor of anatomy at the University of Athens, 
Greece. The younger I’apayoannou enjoyed an 
enviable record of training. He studied under 




^,m .Vncerir and Amann in Munich ami umU r 
Terrier, Hartmann. I’-’rri. Tufrkr. Lecene. 

•iPd othtr'- m r.irm. F.r-tv.hiie chief of the Mir- 
eiol 'tatT of .^anc .^auMur in .\tlnii-. cin, t oi 
\rc!eion Hospital of the vom cil> and trom IdI2- 
’lO'*it chief -uririon of th' tUlUnir Ho-pilal in 
r-dro From loAi.pCo Iv. v..-.hr,c;or.indchnt 
of Ka-r-G-Donh-ir.. Ho-pn.d ot ( :.,ro 
Hem a font'i r :m :n'• r of ih, ! c;.p-i .n -,rt:ic.d 
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He is a jihilanihropist and an organizer of nn- 
i|uestionahle merit and untiring activity. Many 
well earned laurels grace his brow. He is founder 
of a hospital in Cairo hearing his name, where 
his high conception of medical teaching and of 
professional ideals has moulded such students as 
Koumaris, Leonnades, Tomhier and others. In his 
modern institution the true jirccepts of Acsculap- 
ian ideals arc imparted to those who conic to 
(;uencli their thirst for knowledge. Not only the 
scientific work which is pursued here but the 
lionnleons philanthropy dispensed liberally by its 
founder classes this institution in the first rank 
of charity organizations which arc in oiieration 
in the cajiital of F.gypt. .A commendable esRrit dc 
carl's is characteristic of its surgeons, jiliysicians, 
chemists, radiologists and other coworkers. Pa¬ 
payoannou typifies the sympathetic colleague of 
iiigh surgical ability and erudite judgment, be¬ 
sides being a prolific contributor to contemporary 
surgical literature in a nnmher of languages. In 
his tasks as r ice-president of the International 
College of Surgeons, he always is cooperative 
and gives much of his time and sincere effort to 
the furtherance of its ideals. Steadfastness of 
purpose is an outstandin,g trait of Papayoannou. 
F’or tins and other weighty reasons it is easy to 
understand w hr be is held in such high esteem by 
ins contemporaries and admirers m other walks 
of life. During the World War, Papayoannou 
rendered nuahiable s(.t\ ice by caring for the 
sick and wounded in the country of Galli])oli. 

In March. PHO. he made an outstanding con- 
iriluUion to tile surgical tri.umeiU of bilateral 
renal lubi.isis; In- jioiiited out the nn])ortance of 
operating in two or three stages instead of in 


one st;c,;i. Ill 1927 In vaw ilus original work 
m.unre to fruition, h.i\ing reporteil a rather large 
s<.ri<.s of cases of hilater.tl calculus with pyone¬ 
phrosis, 111 which he w.is able by his procedure 
to s.ivc tin gri.it luajorits of patients, thus estiib- 
Iisliiug multiple st.igt iiUt r\I iiiioiis as a life sav¬ 
ing iiu .isnre in tlusf cases .\lso b\ his surgical 
iiigimiU\ he modified the Whitehead operation, 
ill .1 I.irgc scries of cases the patients thus oper- 
.'itd on wire free from stricture formation and 
'■•Inr coniphc.itions nmaming 

I roiii his iiiiiiK rolls sciMUific publications in 
i Mgiish i reiich .iiid Germ.in we cite only a few, 
grt.it ni.'ic. o! which an chtssic.d lie wrote 
in id!’, oti ' h.chmococcus of the (Iptic Nerve”; 

I’l'I’Miien' Hihiteral \nk,\lo-is of the I'l nijioro- 
•• ■ li! ir\ \r’n iiLition” . “'-tiirgical 'I'rc.itment of 
.r-. t ii'e rciilo-o" , '’.Maligiiatit 'i'uiiiors 
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of the Thoracic \\’all ■.M.ilurial >|>i<.ii'mioLr.il\‘ . 
■‘Surgcr}’of the Spleen”. “Treatment u’ Suppura¬ 
tive Arthritis of the Knee”, “Kndothelia! aiul 
Metastatic Tunior«; of the 0\ar.\ kadical 
Treatment of Cancer of the L*ttru>'. “.Mahjrnant 
Tumors of the 0\ars', etc . etc . etc To continue 
citing would take us far ahefd Hi', works on 
asepsis, infection, sterilization <ii ui-'ttumenti* and 


of ligature and suture material, on local ancs- 
iheM.i. the treatment of operative wounds of the 
.ahuonien. spinal anesthesia, rectal narcosis with 
a\crrin place him among the first rank of enn- 
temporarj surgeons, and fortunate indeed are 
those who come under his inspiring pcrsonalit\ 
and feel the warmth of the friendship so ch.ar- 
actcristic of f’apayoannou. 



The Art of Anesthesia. By PalucI J. Flagg, 
M.D. Tenth edition Price, $4.50 Pp. 713, 
with 192 illustraitons (66 in color). Phila¬ 
delphia : Lea & Febiger, 1939. 

A S the title indicates, this volume deals with 
the art of anesthesia, principally inhala¬ 
tion anesthesia. Nitrous o.xide, ethylene 
and ether are well covered. In the chapter, "Selec¬ 
tion of Anesthetic," nitrous oxide and oxygen, or 
ethylene and oxygen, or nitrous oxide, oxygen 
and ether, or ether alone are the only anesthetics 
considered. The importance of resuscitation and 
prevention of asphyxial death are strongly empha¬ 
sized as is also the intratracheal technic. The 
author presents his own technics well and for 
tho.«e who use those technics, the hook will he 
appreciated. 

CnAs J. Betlach 

Atlas of Surgical Operations. By Elliott C. 
Cutler, M.D., F.A C.S., Moseley Professor 
of Surgery, Harvard Medical School, .and 
Surgcon-in-Chicf, Peter Bent Brigham Hos¬ 
pital, Boston; and Robert Zollinger, M.D., 
F.A.C.S., Assistant Professor of Surgery, 
Harvard Medical School, and Senior Associ¬ 
ate in Surgery, Peter Bent Brigham Hospital. 
Price, $8 Pp. 181. with 84 plates. New York; 
The Afacmillan Company, 1939. 

I N producing this book, the authors have at¬ 
tempted to call Iiack into general use the 
large-sized surgical ^olunies in vogue 50 to 
SO years ago, the advantage of the large pages 
being that the majority of oper.itions can he de¬ 
picted on a single sheet. The book itself mea¬ 
sures 15xl0i4 inches and the plates, 


inches. Despite the ease with which the oper¬ 
ative procedures can be followed, the fact re¬ 
mains that the book is somewhat unwieUlIy and 
does not fit into the average modern bookcase. 

Since fascial planes arc the most important 
part of thyroid surgery, a drawing showing the 
arrangement of the cervical fascia would be in 
place here. Plate II. figure 1 does not meet this 
purpose. In tlic chapter on indirect hernia, high 
ligation of the sac shmifil he stressed, ami a more 
thorough discussion of the repair of the wall 
should he included. 

One misses, under tlu heading of gastrostomy, 
the inclusion of the more recent valvular and 
tuhovalvular gastrostomies. Under the surgical 
treatment of hemorrhoi ks an illustration depict¬ 
ing the anatomical sitis of the three primary 
jiilcs would he advantageous 

It would perhaps hav c been well to have de¬ 
voted more space to the important subject of 
hand infections. The technical <letails in this 
connection could perhaps have been stressed. 
Figure 15, page 167, could be inijiroved upon. 

It is hopcil that in the next printing of this 
work, something on the more recent tendoplastic 
amputation of the leg will be included. This form 
seems to he replacing the time honored mid-thigh 
operation. 

The tc-\t as a whole is far superior to tlic illus¬ 
trations. The latter arc diagramatic and, at 
best, rather poorly e'cccuicd. Note, for example, 
those of intestinal anastomoses. Their diminutive 
size and lack of cl.irit) leave mticli to be desired. 
They arc difticnlt to follow, particul.irly for a 
beginner. Or note the lack of charity in some of 
the steps depicting the Billroth operation. 

The authors arc acknowledged cachers of s - 
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gcry. Their endeavors in imparting from the 
vast store of their personal knowledge could be 
much enhanced by good illustrations and the 
inclusion of many standard procedures which the 
general surgeon should command. For example, 
the important operations on the male genital 
apparatus arc wholly lacking. The methods de¬ 
scribed arc those used by the authors. 

The binding, printing and paper are excellent. 

P. 


La legatura deU'arteria splenica. By Giuho 
Bomhi: Roma: Luigi Fozzi, I93S. Pp. 182. 

T his book- of 182 pages summarizing the 
subject may be welcomed ns something 
which fills a long felt need. 

Following a historical sketch, a detailed ac¬ 
count is given of the experimental results of 
ligating the splenic artery and of anatomic 
peculiarities shown by changes in the structure 
of the spleen, lymphatic glands and bone mar¬ 
row. Morphologic changes in the blood after 
ligation and changes in metabolism arc alluded 
to. The greater part of the book deals, of course, 
with the practical application of the method m 
the treatment of the various diseases of the Wood, 
pernicious anemia, leukemia, \\erlhofs disease, 
hemolytic jaundice, fibrosis of the spleen and 
Banti's disease. The anatomy present in and the 
surgical technic for each case are mimitely de¬ 
scribed. „ 


The Practice of Urology. By Leon Herman, 
Tt <; M D Professor of Lrology. Lnivcrsity 
of Peunsvlvania. Graduate School of Med.- 
cinc: Urologist to the Pemisylvania Hospital 
and to the Brvn Muwr Hospital; Consulting 
Urolo-ist to'the Methodist Episcopal and 
Burlington County (New Jersey) Hospitals 
Price ^10 Pp- 923, with 504 illustrations and 
plates.'philadelphia; W. B. Saunders Com¬ 
pany, 1939. 

I \- this volume of some 923 pages, closely urn- 
ten the author has lulfillcd a iraiikly ex¬ 
pressed ambition to prepare a practical trea¬ 
tise on diseases of the lirogcmtal .system, e.iry 
Bd reading of the uork g.ve> condusn e cMdeme 
the successful attainment o, the author s mis. 
li„'_the proentat.on of a caretui ami e e i-pre- 
;,.,red simimarv of our present ikiy kn-uledge oi 
,Smv and its closely allied geiuta! conditions 
" Co;:crvative throughout, yet modern m its 
e.' • . c....e- this I.mV retlects the e.ast chiiic...! 

j„„nest of the .mthor It 

..p^neneet for the uemral prr.tn:.,:.. r 

mteud.ea. ^ ...r, ,..<![ - . 

ai--'. "’re >>•'.. I ■! ‘ ■ • - .. , 


Straightforward manner in which the subjects 
arc discussed. Principal emphasis has been 
placed on modern methods in diagnosis and treat¬ 
ment. many of which arc readily applied to office 
practice. This is especially true in the considera¬ 
tion of the important subject of gonorrhea, to 
which much space is devoted. The latest advances 
in treatment arc fully considered, and it is note¬ 
worthy that the author has not discarded well- 
tried therapy of the past for the magical Sulfa¬ 
nilamide. 

There arc nmisiially excellent sections on gen¬ 
eral diagnosis with the aid of the cystoscopc, the 
urethroscope and urography, which constitute the 
opening chapters. What is particularly refreshing 
and valuable about this work is the frank dis¬ 
cussion of controversial problems in terms of the 
author’s personal experience, when such discus¬ 
sion seems necessary for clarification from the 
practical angle. Throughout the work the reader 
is told what the author does and what he uses 
preferably in this or that condition. One can 
almost imagine himself working alongside of the 
author and absorbing his clinical teachings. This 
makes the volume exceptionally valuable to the 
student or the general practitioner. 

The experienced urologist may take occasional 
issue with the author on details of therapy or 
methods of diagnosis, Init the general tone 
throughout is sound and in line with the best 
nrologic thought of the day. 

This splendid volume may lie comsidcred a liv¬ 
ing monument to the surgical acumen and clinical 
experience of the author and can he highly com¬ 
mended as a most worthy contribution to Ameri¬ 
can nrologic literature. It was a pleasure to 
read this \\ork and it is a still greater pleasure 
to recommend it. 

A. L. W. 

Technik der Knochenbruchbehandlung. By 
Bohler. Pp. 1.532, with 1530 illustrations. 
Sixth edition. X'leima: Wilhelm Maudrich, 
1938. 

T HL sixth edititm i)f Bohlcr’s well-known 
weirk. which has been translated into Eng¬ 
lish, Spanish. Russiiin. Polish, French and 
Italian, is .an iinreiised rejirmt of the fifth edi¬ 
tion which appeared in 1937. The size of the 
\oIume (pp 1.532) has doubled since 19.33, and 
there are I.53(> illustrations 

l.et 11 - say at once that this is not a treatise on 
the tre.itmeiu of fractures, for we are given a 
detailed de-cription of complaints which have 
i.o-htng to do sMth fractures. Take, for ex’ample, 
■III ch.ipur on injuries of the soft parts of the 
tingi r^ .aid ot the tendon sheaths, the I’haptcr 
‘•1 inniru- oi tin e'rnei.tl Iig.irne-nt ,iiid injuries 
■ ■I 'hi n-i ni-i m at tin t nee joint, or the dis- 


cussion of pain in tlu- kiifc in the oiiese \\onian 
or the remarks on flat foot, hollow foot and club 
foot. 

It IS doubtful whether the work has been im¬ 
proved by this expansion of its contents. The 
doubt increases when we consider that in the 
introduction Bohlcr repeatedly asserts that the 
book was written “for those who wish to learn 
something about fractures and not for those who 
know’ all about them.” Elsewhere \vc read that 
the book was meant for the practitioner. But this 
book can be viseful only for the experienced sur¬ 
geon who may here learn how BoWer treats 
fractures and will then allow’ his experience to 
guide him as to when to follow’ Bohler and when 
to adopt other methods In our opinion, there¬ 
fore, Bohler is wrong about the type of reader 
for whom the book is meant. 

Bohler describes his methods of treatment, 
some of which we know to be excellent, but we 
also know’ that other methods exist, which are 
simpler, safer and quicker. But even his ow’n 
methods—according to Bohlcr himself—arc in¬ 
constant to a degree seldom met with in a text¬ 
book In the introduction to the third edition 
(1932) Bohler writes, “Some methods which I 
have previously fmeaniug in the 1930 edition] 
recommended arc now to be reckoned as mis¬ 
takes.” In the introduction to the fourth edition 
(April, 1933), he writes, "Later observations on 
fractures of the os calcis have shown that the, 
methods recommendc<l in the third edition—the 
use of the reduction according to Phclps-Gocht 
and tenotomy of the tendo Achillis—’have not 
stood the test, so that the treament of fractures 


of the heel has been revised ...” 

The same is to be seen in the fifth edition, 
w’hich appeared in 1937. 

There is no doubt whatever that such insta¬ 
bility of outlook in a text-hook can only lead to 
confusion and that calmness and moderation as 
well as the assurance of the accuracy of the 
subject treated—at least within such a short 
period of time—arc the fundamental and unalter¬ 
able basis of every text-book. Bohler never deals 
w'lth new findings in surgery Instead, he treats 
of the systematic organization and handling of 
familiar methods which have already gained cur¬ 
rency. 

But we must note with gratitude the inclusion 
in the new, enlarged edition of several historical 
references to interesting and important methods, 
the lack of which had detracted from the value 
of the previous editions. An account, for example, 
is at last given of the history, beginning with 
Smith-Pctcrsen, of the use of the nail in frac¬ 
tures of the neck of the femur. There is also a 
reference to the history of the treatment of frac¬ 
tures of the spine, from W’hich we may gather 
that Bohlcr, in his numerous publications on the 
subject, as well as in his many recent pronounce¬ 
ments at congresses) meetings, through films and 
m print, m no way differs from Davis. 

But there is still a great deal of historical 
value lacking in this voluminous text-book. A 
number of details should have received mention, 
especially where the subject of ancsthesra was 
dealt with or the unpadded plaster of Pans 
bandage. The fact remains that where Bohlcr, 
m his systematic and instructive way, presents 
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with hi^ ininU'iiM.' (.■xi)c'riL‘nce in the locali¬ 
zation ot fr.ictnrc''. In'- hook is of threat tcachingf 
value. But where he dtirresscs into the field of 
tnedicinc or plu '-tnlo?\. one must wonder at as 
well a*- <lisat;ree with nnich that he says. 

Let inc mention a few iioints. When Bdhler 
speaks of the e.xtra-artienlar use of the nail in 
fractures of the neck of the femur, he refers to 
the ‘‘l.T seconds hreathint; te.st" in considering 
whether operation is indicated, and says, “Hold¬ 
ing the hreath with the nose and month closed 
is an c.xtremely simple and reliahle method of 
testing simnltanconsly the soundness of lungs, 
heart and circulation. Only when the hreath 
can he held at least 15 seconds should operation 
he undertaken. When this is not the case, the 
heart must receive attention. Wc have had 
cases where the patients conld hold their hreath 
for no more than five seconds, but acquired the 
ability to hold it for 15 seconds in the course of 
3 to 6 weeks. Where this is not attained, opera¬ 
tion should he avoided.” Comment would be 
sniierllnoiis. 

Here is another point. Bolder regards myo¬ 
sitis ossificans traumatica as resulting solely 
from trauma m after treatment caused entirely 
hy vigorous massage and energetic passive move¬ 
ments. 

Perhaps the author will note these points for 
future editions 

.\ particularly unpleasant feature m the book 
IS the detailed, sarcastic, sometimes aggressive 
<kscnption of other surgeons’ failures. The edu¬ 
cational value of such reports would not suffer 
were thev iiresented with more detachment and 
k'.s malice. 'J'heir tone is out of place in a 
ti \t-book. 

Ivverv ch.ipter dealing with individual frac¬ 
tures ends with a summary of “mistakes” in 
tre.itnunt Main m.iv jirovc to be right, many 
of these “mistakes” may perhaps be accepted by 
the ;imhor himself in succeeding editions, and 
m.inv oilurs c.ill for discussion. 

The fact that Bolder throtighont the book de- 
cktre-' w.ir on the use of chemical, ciulocrine and 
sendogic iiutliod'., th.it since 1938 he has given 
iio iii.iims jirophvlaxis in his injuries, that he 
ii'-iv evirv occ.ision to w.age war—a passionate 
and ih-tniciui w.ir—against every kind of med- 
le.il 'ichinc. ^eridogv, the treatment of metabal- 
nm tie. without m.iknig the slightest .attemiit 
to d( tine the scientific basis for his attitude, does 
n •• m.ile thn .-i particularly siiitahle te.xt-hook 
lo' rlu iir.ictitioner. But all in all Bohler's book 
I' iii-ere-ting .ind instructive. It is stimulating 
to •!,. s,,i-gie-.d specialist, and useful, too, if he 
” '• r--..7.tis how lo select. vMien at the bedside, 
t' •' ’ ■■ hi h.is le.arneel freun Bolder. 

I'li.i.x M.vxni. 


vm 





V0LU51E ONE'. ^General 
Operative ConaideratioM 
Surgery the Head end 
Neck and Ploitie Surgery, 

VOLUME mO:-^Surgery 
of Nerve), Voteh and Bona 
—burger}’ of the Breast and 
Cheat. 

VOLUME THREE: — Sw- 
gery of the Abdomen —Sw- 
gery of the Pelvic Region. 

Each rolume oaopleteljr 
indexed. 

204S Tagiea 

2174 liloctraiinas 933 
by Max Thorek, MJ3, 


"Vise Operstive technics of 

these men 
detailed: 

are among thoae 

Asm. 

Hinuan 

ALStX 

Horsley 

Babcock 

Marcot 

Balfohb 

Mato 

Beck 

Naitzicu 

CiltPOtXL 

Prrrn 

Qule 

Speed 

Devjnb 

Torek 

Gkarau 

Whipple 


Youhc 


HAVE SO MANY THOUSANDS 
OF SUf?SEONS PURCHASED 

MODERN SURGICAL 
TECHNIC? 


detailed, step-by- 
step descriptions of all standard accepted 
operations and because 2174 illustrations 
graphically portray operative technics 
and enable the reader to follow each pro¬ 
cedure closely. 
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. . the great wealth 
of beautiful illustrations, most of which 
are by Mr. W. C. Shepard ."—British 
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The Surgical Treatment of Giant-Cell 
Tumors of Bone 

ALBERTO INCLAN, M.D. 

HAVAKA. CUBA 


I T is not our intention to present a 
complete study concerning giant- 
cell tumors of bones, their etiology 
and pathogenesis, or their clinical appear¬ 
ance. We believe that true giant-cell tumors 
of bones are benign in character. They do 
not produce metastasis, but if they arc not 
treated properly and precociously they may 
develop in such a manner that the cortical 
part of the bone shell will be completely 
destroyed. The tumor will show such 
a destructive picture of the epiphyseal end 
of the affected bone that local malignancy 
must be admitted. The surgeon is confront¬ 
ed with the problem of a growing osteolytic 


tumor, expanding toward a joint, and some¬ 
times destroying the articular surface, as 
well as the cortex of the epiphyseal wall. 
When the tumor is localized at the lower 
femoral epiphysis, in the upper end of the 
tibia, or in any other of the weight-sup- 
porting joints, the functional disturbance 
of the affected limb is of much importance 
in determining the late prognosis of these 
cases. Imminent pathologic fracture also 
must be considered. 

Opinions e.\pressed in the lirenmire con¬ 
cerning the prognosis and treatment of this 
t)'pc of tumor arc frequently conflicting, 
but many of them emanate from such reli- 
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THE SURGICAL TREATMENT OF GIANT-.CELL TUMORS OF BONE 


3^1 


TREATMENT 

Undoubtedly, the selection of treatment 
in dealing with a giant-cell tumor is quite 
a difficult problem. As Coley and Higin- 
botham have stated recently, ‘'Opinion is 
so widely divergent” that “until a more 
satisfactory answer has been found the pro¬ 
fession should retain an open mind on the 
sub jeer. 

The treatment generally recommended 
is: 

Conservative: 

1. Radiotherapy, 

2. Radium. 

Surgical: 

r. Curettage. 

2. Curettage and packing with muscle, 

fat grafts, or even with some in¬ 
organic substance, such as Beck’s 
paste or Mosetig-Moorhof’s bone 
wax. 

3. Curettage and bone chips or loose 

bone grafts filling the cavity. 

4. Excision and bone grafts. 

5. Resection. 

6. Amputation. 

RADIOTHERAPY.— Custis Lee Hall has pub¬ 
lished cases of giant-cell tumors which 
have been treated with radiation of the 
parathyroid glands. Our experience with 
this type of treatment has been limited, 
which may be due to the fact that in our 
cases radiotherapy has been unsuccessful, 
and, in nvo instances, local malignancy has 
become intensified as the result of using 
X-ray therapy. Nevertheless, at the Havana 
Cancer Institute, radiotherapy is recom¬ 
mended for all cases except those of the re¬ 
current type, in which radiotherapy has 
been ineffective. It is their opinion, how¬ 
ever, that radiation in the same dosage, such 
as that used in treating malignant bone 
tumors, should be employed for the recur¬ 
rent type of giant-cell tumors.* 

nVe are indebted to Dr Luis Farinas, Radiologist of the 
Havana Cancer Instiluie, for this information 


On the other hand, Coley recommends 
the use of smaller doses of X-ray, with the 
cycles repeated less often, or at longer in¬ 
tervals, in'order to obtain better results. In 
his scries of cases, surgery alone yielded the 
largest proportion of excellent results, 
whereas, surgery combined with radiation 
gave the poorest results. 

In the following case, radiotherapy ag¬ 
gravated the clinical symptoms and mark¬ 
ed radiographic local malignancy resulted. 

c.\SE 1 — E. 1 A., a white Cuban woman, aged 24, 
seven months' pregnant, vhose past history was with¬ 
out significance until November, 1938, when she no¬ 
ticed a small mass in her left wrist without the occur¬ 
rence of trauma. The tumor gradually increased in 
size, later causing slight pain, limitation of motion, 
and loss of muscular strength. The first roentgeno¬ 
grams and arteriography were positive of a giant-cell 
tumor of the lower end of the radius (Figs. 1 tind 2). 
Deep X-ray therapy was given up to a total of 1400 r. 
Two months later, when this patient was brought to 
our service, the tumor had increased and the hand was 
displaced toward tlie ulnar side. Slight pain, local 
heat, and marked limitation of the wrist motion were 
present. The next roentgenogram showed marked in¬ 
crease in the size of tlie tumor, with destruction 0 ! the 
epiphyseal external cortex, as well as the articular 
cartilage (Fig. 3). 

Operotiou —Block resection and bone graft to sup¬ 
plant the bony defect, with implantation of the lower 
end of the graft into the carpal scaphoid, was done on 
^^ay 3, 1939 At that time the tumor was larger than 
the one show-n in the roentgenogram (Fig. 3), which 
was made in February, 1939. Primary healing and 
good union were obtained (Fig, 4). 

Seven months laler, as the result of strenuous move¬ 
ment of the arm. the patient experienced acute pain 
and deformity of the waist Fracture of the graft had 
occurred 

Pathologic Report. —Giant-cell tumor. The specimen 
revealed great vascularization and hyperchromatism of 
the stroma cells, suspicious of histologic malignancy. 

Results. —One jear after the operation the patient 
Jiad no pain. Good healing of the fracture had been 
accomplished, hut limitation of motion at tlie wrist 
and thumb was present (Fig. 5). No recurrence or 
metastasis was indicated. 

It is our opinion that radiotherapy alone 
should be used only when surgical treat¬ 
ment is not possible, as, for example,. in 
giant-cell tumors of the vertebral bodies, 
deep cranial bones, etc. - • 
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CASE 4 

Fik IJ. Benijin giant-cell tumor of the trochanter. 

Fig. 13, Micro;iliotograpli showing benignity of the stroma cells. 

Fig 14 Comp](:ts cure after enrettnge and packing with bone chips. 


fat following chronic osteomyelitis. In one 
case of giant-cell tumor, however, which 
wc treated by curetting and then packing 
the cavity ndth granulation tissue, wc can¬ 
not claim success. In this instance, the tis¬ 
sue was transplanted from another patient 
after resection of an old scar resulting from 
an c.vtcnsivc, although uninfected, burn of 
the a.xilla. ^^’e have not employed muscle 
or fat grafts, inorganic paste (Beck) or 
bone avax (Mosetig-AIoorhof) in any of our 
cases of giant-cell tumors. Some surgeons 
report success after using these methods. 

CURETT.AGE AXD BONE CHIPS OR LOOSE 
BONE GRAFTS FILLING THE CAVITY.— Tllis 

surgical procedure is employed more often 
in the treatment of bone cysts than in giant- 
ccll tumors, arid ct^en though we have 
thought it \vise to discard its use altogether, 
there arc many surgeons who believe this 
method to be the best choice of treatment 
for giant-cell rumors. It is our opinion, 
however, that this method can be used suc- 
cc.ssfully in riiose cases in which there is 
evidence of local malignancy and the 
stroma cells show tendenev toward fibrosis. 
The following case is an interesting exam¬ 
ple of this CA-pe of tumor-, nevertheless, we 


must call attention to the fact that the path¬ 
ologic and clinical aspects of this giant-cell 
tumor are quite different from other cases 
reported herein. 

CASE 4.— M. L. I... a white Cuban boy, aged 14 years, 
whose previous liistory is irrelevant, liad complained 
of increasing discomfort in the left knee and limp¬ 
ing since July, 1938, without any history of trauma. 
Finally, the pain localized in the left hip. At that time 
he was seen in our out-patient department and his con¬ 
dition was diagnosed as possible tuberculous osteitis 
of the trochanter. During the following three months 
the patient was kept in a plaster cast and a general 
course of treatment was carried out. No improvement 
was obtained. Another roentgenogram revealed a lo¬ 
calized osteolytic condition of the left trochanter, with 
thinning of the cortex and expansion of the trochanter 
(Fig. 12). Curetting of the trochanter was performed 
in itlay, 1939. A mass of sponge-like tissue was re¬ 
moved for microscopic examination. Bone fragments 
from the tibia were used to fill in the cavity, and a 
plaster spica was applied. Immobilization was main¬ 
tained during five months. 

Pathologic Report .—The section showed a few typi¬ 
cal mycloplaxes or giant cells, with stroma formed 
by histiocytes and lymphocytes and gross fibrous and 
collagenous bands in some parts of the specimen. 
The evolution of these giant-cell tumors is toward 
spontaneous sclerosis (Fig. 13). 

Results .—Complete healing in May, 1940, with nega¬ 
tive symptomatology. Roentgenogram revealed re-es¬ 
tablishment of normal bone trabecula: (Fig. 14). 

EXCISION AND BONE GRAFTS.— The lUajor- 

it\’ of surgeons will try to save the function 
of the joint whenever the giant-cell tumor 
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CASE S 

Tig. IS Typical giant cell tumor of the lower end of the temur at the externa} condyle. 

Tig 16. Arlenography shOAins no signs of malignancy. 

Fig 17. Histologic aspect of the tumor. 

Fig 18. Result of excision and massne bone graft Joint mobility saved, but the l<£>or sir^teiort >s far 
from normal. 


is localized in the vicinity of a weight-sup- 
porting joint. To cart)' out this purpose, a 
partial resection or excision, with curettage 
of the entire tumor, is done in order to 
leave a shell bone in which to place solid 
grafts from the diaphyseal end of the bone 
to the epiphyseal shell. This surgical pro¬ 
cedure is generally employed in conditions 
involving the upper end of the tibia and the 
lower end of the femur. 

Our experience with e.xcision and bone 
grafts in giant-cell tumors which have 
shown local malignancy is not convincing, 
as we have been unable to obtain a com¬ 
plete repair of the bone tissue, such as is 
shown in Case 4. Furthermore, we have had 
recurrences, some of which have had napid 
growth, as illustrated m Case 7; others 
showed only a partial reconstruction of the 
bone which lacked the normal aspects of 
bone tissue. 

The following case is an example of treat¬ 
ment fay e.xcision and bone grafts: 

CA'iE 5 — j. II D. a colored Cuban woman, aged 30, 
whose past history had been irrelevant until June, 
1937, following a fall on her right knee, after ivhich she 
complained of swelling, pam, and limping. Eight 
months later the patient fell again on the same knee, 
causing increased swelling, fever, and marked func¬ 


tional disturbance of the joint. The condition was 
treated by different drugs. Three months later, as the 
patient noticed no improvement, she came to the hos¬ 
pital, and an e.xammation of the right knee revealed 
lateral enlargement of the external aspect, well local¬ 
ized on the c.xiernal condyle, local heat, pain, limita¬ 
tion of flexion and extension and lateral instability 
of the knee, as ueJl as marked muscular atrophy of 
the thigh. Roentgenogram {Rig. 35) showed a typical 
giant-cell tumor of the lower end of the femur at the 
external condyle. Artcriograpliy showed no signs of 
malignancy (Fig 16). 

Otfraiion—The following procedure was carried 
out on September 28, 1938 ^cision of the tumor; 
partial resection of the capsule and thm cortex of the 
lateral anterior aspect of the external condyle; curet¬ 
tage of a very large cavity with cleaning of the whole 
soft tumor, leaving the endosteal aspect of the ex¬ 
ternal condyle undisturbed; transplantation of a large 
massive graft from the tibia, placing it between the 
diaphysis and the articular end of the epiphysis, thus 
mantaimng the thin shell of the condyle in proper 
position; placement also of e.xira grafts as a scaffold 
to prevent TOllapsc of the weak, empty shell. The 
patient's knee w-as placed m a plaster cast for three 
months. Primary healing was obtained. Radiographic 
checking indicated a slight recurrence of the tumor 
and radiotherapy was administered. 

Pofhologic Rfi'ort .—The section showed a giant¬ 
cell tumor with very numerous giant cells Hyper- 
chromati.sm and karjokmesis of the stroma cells were 
present, indicating the absence of an entirely benign 
prognosis (Fig 17) 

ResuHs ,—Twenty months have elapsed since this 
operation, and the patient experiences no pain on 
ttcjght-bearmg, walks without a cane and has only a 
slight limp. Complete extension of the knee has bwn 
obtained, although flexion is limited to a •IS" angle. 
Roentgenograms reveal greit improvement, but the 
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CASE 6 

I'lg 19 . Giant-cel! tumor of the left 
patella. 

Fig. 20 X-rav appearance of giant-cell 
tumor of the patella.' 

Fig. 21 . Postoperative result after com¬ 
plete resection and plastic repair with a 
pediculated graft of fascia lata. 


aspect nf the hone trabeculre is abnormal and the 
crafts pi-e still nuticcab'c and ttell limited The cortex 
IS unito'm i.Fig. 18). 

RESECTiox.— Because of the successful use 
of this surgical procedure for many years, 
we are inclined to believe that its true 
merits as a method of treatment have not 
been recognized by the profession in gen¬ 
eral. Our experience with block resection 
and bone transplants in progressive localized 
osteitis fibrosa has been published in a previ¬ 
ous article; nevertheless, we should like to 
sa'S'' here tliat wg. have followed our cases 
treated in this manner for many years, and 
we have had no recurrences. We also have 
had cases of giant-cell tumors in which re¬ 
section has been used which resulted in per¬ 
manent cures. 

Wg are inclined to believe that in cases 
with marked local malignancy, or in recur¬ 
rent cases after curettage, as those illustrated 
in Cases 2 and 3, block resection must be 
done to obtain permanent cure. The bone 
defect can be filled with an autogenous 
bone graft, or, as in the cases presented by 
Huet and others, using similar epiphyses 
obtained from recently amputated limbs. 

The following cases are presented to il¬ 
lustrate the successful results obtained in 
giant-cell tumors treated by complete resec¬ 
tion; 

6—M I Q.. a white woman, aged 35, whose 
past histon- had been irrelevant until May, 1927, when 
“^he fell on her left knee, suffering pain, edema, and 
functional limitation. The pain was not relieved and 
a tumor appeared at the anterior aspect of the knee 
«p. Examination revealed a painful enlarged patella, 
forming a tumor about the size of a small orange, red¬ 


dish in color, and with local heat. There was no pulsa¬ 
tion or fluctuation, but the voluntary extension was 
limited to 160°, and flexion was painful and limited 
(Fig. 19). Roentgenograms revealed enlargement of 
the patella, very thin cortex, and typical irregular cell 
formation, suggestive of giant-cell tumor (Fig. 20). 

Opc)alion .—On May 25, 1929, resection of the tu¬ 
mor was done with plastic repair of the defect by the 
use of a pediculated flap of fascia lata. 

Pathologic Report .—The section is that of a benign 
giant-cell tumor. 

Results .—Complete cure and functional restoration. 
This patient has been followed for a period of ten 
years (Fig. 21). 

CASE 7.—>t. L. G., a white Cuban woman, aged 24, 
whose past history had been unimportant until Febru¬ 
ary, 1939, when she complained of pain at the lower 
end of the left forearm. She had no previous history 
of trauma. Examination revealed edema; a growing 
mass at the lower aspect of the left radius which was 
very prominent in the dorsal and frontal plane just 
above the wrist; local heat; superficial venous circula¬ 
tion; limitation of wrist motion; and limited pronation 
and supination. Roentgenograms showed a giant-cell 
tumor at the lower end of the radius, with complete 
disappearance of the anterior cortex and anterior 
articular surface of the radius (Fig. 22). 

Operation .—In an effort to save the function of the 
joint, a partial resection was done on May 29, 1939, 
leaving the articular cartilage. In order to fill this 
defect, bone grafts taken from the tibia and shaped 
to reproduce the lower radial end vv'ere used. The 
results are shown in the roentgenogram of October 
20, 1939 (Fig. 23). In January, 1940, eight months 
after the operation, the patient returned to the hospital 
vvdth a recurrent tumor at the anterior aspect of the 
lower radial epiphysis (Fig. 24). No improvement 
was obtained from the use of radiotherapy. She was 
admitted to the hospital, and on April 3, 1940, a com¬ 
plete massive resection of the lower end of the radius 
with bone graft vvtis performed. Primary healing has 
been obtained, but the patient is still under observa¬ 
tion (Fig. 25). 

Pathologic Report .—The section consists of numer¬ 
ous giant cells with abundant nuclei placed under¬ 
neath a fibromuscular capsule presenting a degenera¬ 
tive lesion of muscular fibers. Multiple myeloplaxes 
seem to be contained within a Ij-mphatic vessel. There 
IS h) perchromatism with mitoses of the stroma cells. 
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FiS 22. Giact’Ctll tumor of loner end 
of radius. 

Fig. 23. Result obtained after excision 
and bone graft Joint motion preserred. 
Fig. 2A. Recurrence. Antero-extetnal tu- 
®tV}“ mor with evident local malignancy. 

Fig. 25. Block resection of lower end of 
radius and bone graft 
Fig. 26 Histologic aspect after recur* 


The giant cells are advancing toward the soft tissues 
with histologic malignancy of the stroma cells (Fig. 
26). 

CASE 8 —J. S. D , a white Cuban man, aged 33, 
whose previous historj’ had been unimportant until 
February, 1939, when, w'ithout any knowledge ol 
previous trauma, he noticed pain at the left wrist ac¬ 
companied by lack of strength and inability to con¬ 
tinue his work as a truck driver. Examination a month 
later revealed a small mass at the lower end of the 
left radius, slightly painful under pressure, with mark¬ 
ed restriction of wrist motion. Roentgenograms show¬ 
ed a giant-cell tumor of the low'er end of the radius, 
with the disappearance of the anterior aspect of the 
radial cortex (Fig. 27). 

Operation .—On July 5, 1939. a blod: resection was 
done on the lower end of the radius and a thick 
graft, transplanted from the tibia, was inserted into 
the carpal scaphoid. Splints were kept on for twelve 
weeks, and primarj* healing was obtained (Fig. 28). 

Remits —In November, 1939, tlie patient was able 
to return to w ork, w'ith sufficient wrist motion to con¬ 
tinue lus employment \Yithout discomfort or difficulty 
(Fig 29). 

Pathologic Report .—The section is a typical giant¬ 
cell tumor, with a few' mitotic celts in the stroma and 
a Imuted amount of hyperchromatism. 


It is our opinion that giant-cell tumors 
should be treated by massive extra-periosteal 
resection, followed by a thick autogenous 
bone graft to fill in the bone defect when¬ 
ever they show clinical and radiographic 
local malignancy, xvith a positive histologic 
report of malignant changes in the stroma 
cells. There should be no question regard¬ 
ing this method of treatment in my opinion 
if the tumor is localized in the epiphyseal 
end of the bones not forming a joint, such 
as the upper end of the fibula, the lower end 
of the ulna, the metatarsal bones, or the ribs. 
Nevertheless, even in tumors localized at 
the joint end of bones, or in the recurrer 
types after curettage or ex'cision, if th 
malignant signs are present resection ' 
be considered in time to avoid ampu*^ .on, 
which is, after all, the only choice le^ .o the 
surgeon for the treatment of tur r^^ar 
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No debe hacerse nunca una amputacion 
e\cepto cn esos cases que vienen por pri- 
mera ve/. al cirujano en estado demasiado 
adelantado, o infectados despues de un 
“curettage” previo sin exito, o en casos que 
indican una malignidad positiva. 


RCSUMEX 

Tuuvpiento qvhnrgico dc tiivwres del 
hpew de cclvLi grande 

Sc desenbe una serie de casos para ilus- 
crar y discutir nietodos quirurgicos distintos 
para traramiento de ruinores del hueso de 
celula grande. Dos de los casos son tu- 
niores dela rotula. una localizacion muy 
rara dc esta lesion. 

Talcs tumores — los de celula grande ■— 
mostrando aspecto chruco, radiografico, o 
aspccto benigno patologicamente, merecen 
tratamiento por “curettage.” curettage mas 
injerto del hueso, o excision v injerto, es 
decir, con tal de que puedan obtenerse una 
limpia completa del tumor y una curacion 
primaria. 

Tratamiento por reseccion maciza debe 
hacerse en casos de repiticion con maligni¬ 
dad local, y cn el tipo “agresivo” de indica- 
ciones clmicas y radiograficas de malignidad 
V informes patologicos de cambio maligno 
cn las celulas de estroma. El defecto del 
hueso debe llenarse para que se conserven la 
forma v el largo y para garantizar el poder 
de llcvar peso aunque se limite mucho o se 
pierde por completo la articulacion de la 
junrura. 


RI.'VSSUNTO 

II trattaniento chhiirglco del twiiori a 
cellule giganti dell'osso 

E riportata una serie di casi per illustrate 
e discutere differenti procedimenti chirur- 
gici per il trattamento dei tumori a cellule 
giganti dellc ossa. Due di questi casi sono 
tumori a cellule giganti della rotula, una 
localizzazione assai rara di questa lesione. 

Tumori a cellule giganti che presentino 
aspetto clinico, radiologico e patologico be¬ 
nigno richiederanno trattamento con ras- 
chiamento, raschiamento piu innesto osseo 
o svuotamento e innesto osseo; cio avviene 
se si fa una completa asportazione del tu- 
more e una cicatrizzazione per prima. 

Trattamento con resezione a blocchi o 
massiva dot^ebbe farsi nei casi ricorrenti 
con malignita locale, e nel tipo “aggressivo” 
con indicazioni cliniche e radiologiche di 
malignita e con reperti patologici di meta- 
morfosi maligne nelle cellule dello stroma. 
II difetto d’osso dcTC essere riempico per 
conservare la forma e la lunghezza e per 
garantirc il sostegno del peso anche a spese 
di una grande limitazione o addirittura in- 
tera perdita della motilita articolare. 

Amputazione non dovrebbe mai farsi, ec- 
cetto nei casi che vengono al chirugo per 
la prima volta troppo avanzati o infetti dopo 
un precedente raschiamento senza successo 
o in casi con segni positivi di malignita. 



The Ambulatory Treatment of Recent Fractures 
of the Intracapsular Neck of the Femur 
Following Threaded Wire Fixation* 

EDWARD L. COiMPERE. M.D. 

CHICAGO, ILLINOIS 


A MBULATORY treatment of frac- 

/ \ tures of the neck of the femur avas 
X jL advocated and successfully employ¬ 
ed by Bradford in 1919, This courageous 
pioneer on the frontier of American ortho¬ 
pedic surgery justified such a radical de¬ 
parture from the orthodox Whitman meth¬ 
od as follows: “As the patient was sixty- 
four years of age and older in her condition 
even than her years, the usual unfavorable 
results of this fracture from long confine¬ 
ment in bed and joint stiffness following 
long fixation threatened a serious affliction 
of permanent if not total disability to a de¬ 
pendent, working woman without home or 
resources.” “ . . . plaster bandage, which 
causes atrophy of the fat, muscle, and, as 
has been shown by skiagram, also of bone 
tissue, and therefore is not favorable to 
bone healing." 

Although I but recently read the interest¬ 
ing treatise in which Bradford reported the 
successful management of three fractures 
of the hip by means of an abduction-trac- 
tion-ambulator)' splint, I have long been 
convinced of the importance of sparing the 
adult, and in particular the elderly patient, 
the devastating result of long immobilization 
in a piaster cast. TS'ith his pie.a for early am¬ 
bulation folloiving fracture of the hip, 1 
am in complete agreement. 

The value of early activity after fracnircs 
of various kinds has become increasingly 

•From fbf DiMSion of Orthor«i'c Surgery, Department of 
Surgery, Universily of Chicago 


recognized during the past few years. The 
possibility of ambulatory treatment of frac¬ 
tures of the neck of the femur were, for the 
most part, considered impractical because 
of the difficult}: in maintaining immobiliza¬ 
tion of a fracture in which the proximal 
fragment was not under direct control and 
the standard method of treatment consisted 
of a large, awkward and heavy body and 
leg cast. Apfelbach and Aries, in 1936, and 
KIcinberg, in 1937, reported a series of 
cases in which patients were encouraged to 
walk with crutches within a short period 
after reduction and plaster cast immobiliza¬ 
tion-of the fracture. Because of the ad¬ 
vanced age of the average patient who sus¬ 
tains an intracapsular fracture of the neck 
of the femur, this method of treatment was 
regarded b}' most surgeons as a rather he¬ 
roic measure. The advantages, however, in 
instances where it proved to be possible to 
persuade these patients to walk, were well 
established by the authors. 

During the period from February, 1929, to 
October, 1936, 16 recent fractures of the in- 
trac,ipsular portion of the neck of the femur 
were treated by several different surgeons 
in the University of Chicago Climes. The 
results obtained were, indeed, discouraging. 
Nine of the 16 patients were treated by the 
AVhitman abduction cast; two by open re¬ 
duction and insertion of tibia! bone grafts 
followed by plaster cast immobilization; 
two by means of a Smith-Petersen nail and 
plaster cast; one by means of the Roger 
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fivction splint, and two 
\ ere sm l h pcrjiiitred to lie in bed with 
s ud hag' 

Oi r'nt 16 piricnts so treated, the follow- 
in'i 1' ei c t!v lesults 


UlSLI rs OI TRl \1 MLM OI l6 RtCXM FRAC¬ 
TURES Oi 1 HE I\t R \.C VPSE EAR PORTION 
OI THl NLtK OF THE EEMER 


RF-'LI.T CASES 

AGE 

Non-union . .... 

5 

29-63 

Deatli from bronchopneu¬ 
monia . . 

3 

75-79-80 

Union with subsequent 
necrosis and collapse of 
femoral head. 

2 

15-56 

Not followed long enougli 
to know' the results (re¬ 
turned to family physi¬ 
cian) . 

3 


Obtained union with satis¬ 
factory end-result (inci¬ 
dence of know'll good 
rc.sults of only 18.7) . . 

3 

3 '/2-62-96 


Since October, 1936, I have personally 
treated 10 patients wdth recent intracapsular 
fractures of the neck of the femur by early 
reduction and internal fixation with thread¬ 
ed steel Avire. The ages of these patients 
varied benveen 32 and 77 years. Five pa¬ 
tients were treated at the Albert iMerritt 
Billings Hospital of the University of Chi¬ 
cago, and five in other Chicago hospitals. 

The fracture in one case tvas treated by 
open reduction because of other injuries in¬ 
cluding fractures of the shaft of both fe¬ 
murs. w Inch made it impossible to perform 
a closed reduction of the hip. This patient 
was the onlv one of the 10 treated by this 
method who could not become ambulatory 
within a few davs after the wire fixation. 
One of the 10 patients \\ as pinned w ith one 
threaded wire, and because it was found 
that no additional wires of this type wxre 
.iv.-'ilablc. four Kirschner wares w^ere used 


also. The smooth Kirschner wires all 
worked out and had to be removed. It was 
necessary then to apply a knee-length spica 
plaster cast, but the patient continued to be 
ambulatory. For eight patients, no cast, 
splint or other external method of fixation 
w^as necessary. 

The hip of the oldest patient treated by 
this method (L. C., aged 77 years), was 
pinned June 21, 1938. She w^as last seen in 
March, 1939, at wdiich time she was walk¬ 
ing very w^ell with the aid of a cane, but 
the roentgenogram did not show'' solid bony 
union, although the alignment of the frac¬ 
ture fragments had been maintained. 

To the present time in this very small 
series of cases, tliere have been no non¬ 
unions and no aseptic necroses of the heads 
of the femurs. Seven patients have obtained 
complete bony union in satisfactory posi¬ 
tion wdth functionally excellent end-results. 
One patient has a good functional result, 
but has not been persuaded to come in for 
an end-stage roentgenogram. Tw''o patients 
w'ere treated wdthin the past six months, but 
the question of union cannot be determined 
at this time. 

Fractures of the neck of the femur were 
reduced either by the Leadbetter method 
or, as w^as true in most of the cases, by mod¬ 
erate traction, abduction of about 30 de¬ 
grees and internal rotation. The earlier cases 
w'ere reduced and pinned under fluoro¬ 
scopic control. It W'as found, how^ever, to 
be more satisfactory if the wares were in¬ 
serted follow'^ing the technic described by 
Austin iMoore, using anatomic landmarks 
and checking position of the wires by means 
of roentgenograms. 

For the purpose of fixation, we have se¬ 
lected a threaded stainless steel ware of a 
composition of 18 per cent chromium and 
8 per cent nickel, gauge 0.080, with 56 
threads to the inch, ten inches in length. 
Experimental tests proved that this wire ob¬ 
tained a holding pow'^er in the bone which 
required approximately 100 pounds pull in 
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3rder to withdraw it. Three such wires ac- 
:urately placed required an average pres- 
;ure force of 543 pounds to dispLce the 
'cmoral heads of each of twelve hips ob- 
ained at nccrops)', fractured, and inimedi- 
itely immobih/.cd in reduced position. 

rCCilNIC OF INSERTION' OF THREADED WIKES 

Immediately after reduction, in which 
:he hecl-in-palm test indicates engagement 
af the fragments at the fracture line, a 
roentgenogram is made in the anterior-pos- 
rcrior and in the lateral planes. An attempt 
,s made to produce a valgus position by 
increasing the traction or the abduction. 

The tip of the trochanter is identified and 
in Allis forceps is attached to the shin at 
this point. A second Allis forceps is at¬ 
tached to the skin at a point which is exact¬ 
ly over Poupart’s ligament, halfway be¬ 
tween the anterior-superior spine of the 
ilium and the sice of attachment of this liga¬ 
ment to the pubic bone. The length of wire 
to be inserted is carefully determined. De¬ 
pending upon tlie amount of soft tissues 
present, the threaded steel wires are insert¬ 
ed through the shin laterally 2 to 1'/; inches 
below the tip of the greater trochanter. The 
point of the wire should strihe the femur 
approximately 1 'A inches distal to the tro¬ 
chanteric tip. 

If die hip is accuratclv reduced and held 
in a position of approximately 30 degrees 
abduction and 30 degrees internal rot.ition, 
the neck of the femur will lie parallel to the 
flat surface of the top of the operating t.able. 
By probing with the wire, which has been 
forced through the skin and subcutaneous 
tissue, contact is made with the center of 
the shaft of the femur 1 inches below the 
tip of the troclunter. The drill is then held 
parallel to the plane of the top of the oper¬ 
ating table. It is pointed as one would aim 
a ri§c, toward the tip of the Allis forceps 
attached to the skin over the mid point of 
Poupart’s ligament. 

The wires arc inserted by means of a 


drill fitted with a small chuck or, what has 
proved to be more satisfactot)', a drill origi¬ 
nally planned for the insertion of Kirscli- 



Fig. I, Armamciitarium for inserting threaded steel 
wires for internal fixation of miracapsnlar fractures of 
the neck of the fenmr. (a) Drill fitted with a small 
chuck which can be used either for inserting or with¬ 
drawing the wires. Since these wires arc of a relatively 
small gauge, if the bone is quite hard the insertion with¬ 
out the use of a guide surrounding the wire may he 
rather difficult. For that reason, we have found it more 
practical to use the so-called Kirsclincr-Stillc drill (e) 
which operates with great ease and has tfie advantage of 
a guide (f) which telescopes back into the drill as the 
threaded wire penetrates deeper into the tissues. The 
opening in this drill had to be rc-bored to make it sliglit- 
ly larger in order to accomnunjaie the threaded wires, 
the gauge of which exceeds tliat of any of the st.andard 
Kirschner wires, (b} Double action wire cutter, (c) Or¬ 
dinary pliers, (d) The ten-inch thre.aded stainless steel 
wires. The small nuts shown are not used in the method 
described unfess an open rctluction proses to be ad\is- 
aWe. One cud of the wire is sharpened for cutting 
through the cortc-c of Uic Iwne and the oilier is made 
flat in order that it may fit into the grasping slot of the 
drill. ,, 
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ner ^vires operated on the principle of a 
carpenter’s chisel with a M'-orin drive (Fig. 

0 - _ . 

After inserting one wire a second roent¬ 
genogram is made. The Mnrc is then adjust¬ 
ed for depth as well as for position. Two or 
three additional wires arc now insexted so 



Fig. 2. Illustration of anatomical landmarks and 
method of insertion of the threaded steel wires. 


that they enter the cortex of the femur at 
points forming a triangle or quadrangle. An 
attempt is made to crisscross the wires in 
transit through the neck (Fig. a). A final 
rocntgenogi'am is made and the wires are 
adjusted as indicated. 

The skin is now depressed as much as 
possible and the wires are cut wdth a heavy, 
double-action shear. The skin is permitted 
to retract, leaving the ends of the wires 
buried from one to two inches below the 
cutaneous surface. No external immobiliza¬ 
tion is necessary. The patient may be re¬ 
turned to her bed, tvith a sand bag placed 


on either side of the foot until she has fully 
recovered from the anesthetic. It is advis¬ 
able to immediately elevate the head of the 
bed, and if there arc no evidences of shock, 
the patient may be permitted to sit in a 
wheelchair on the afternoon of the day of 
operation. These patients may be encour¬ 
aged to stand with crutches and to begin to 
walk w'ith the assistance of a nurse two days 
after reduction. A moderate amount of sore¬ 
ness from the insertion of the wires may be 
present for from seven to lo days. We rec¬ 
ommend that u^eight-bearing be avoided for 
at least six months. 


REPORT OF CASE 

W. T., male, aged 32 years, was the first patient to 
be treated for fracture of the neck of the femur by 
means of internal fi.Kation with threaded steel wires, 
without the use of plaster cast or brace. He tvas 
brought to the Universitj- of Chicago Clinics on Oc¬ 
tober 21, 1936, _ following an automobile accident in 
which he sustained multiple fractures, including the 
pelvis, nia.xilla, the nose, the right wrist, and the neck 
of the right femur. 

This patient did not Jiave sufficient financial re¬ 
sources to pay for a prolonged period of liospitaliza- 
tion. In an institution such as the University of Chi¬ 
cago Clinics, which has a limited endowment, the few 
teaching beds available may not be assigned for many 
months to any one patient. 

Threaded steel wires had been used by us, instead 
of the smooth Kirschner wire, for skeletal traction. 
We had found that these wires not only obtained_ a 
firm attachment to the bone in which thej’ were in¬ 
serted, but did not become loosened subsequently. Ac¬ 
cordingly, it was decided to attempt to reduce and pin 
this fracture nith the threaded wires. A technic sim¬ 
ilar to that described by Austin Moore was followed. 
On October 27, 1936, si.^ days after the fracture oc¬ 
curred, the hip was reduced, using local anesthetic, 
and four threaded steel pins were inserted through the 
intact skin witliout making an incision. A small hand 
drill with a chuck was used. The wires were so in¬ 
serted that their courses crossed while traversing the 
femoral neck. 'I he skin was depressed as far as pos¬ 
sible and the wires cut off so that the ends would be 
buried deepb’ in the soft tissues. No plaster cast or 
splint was used (Fig. 3-A). 

In spite of the fact that there were other multiple 
injuries, the patient was able to leave the hospital on 
November 12, 22 days after the fracture occurred 
and 16 days after internal fixation of the fracture of 
the neck of the femur. He returned to the Clinic on 
December 10, 1936, seven weeks after the fracture, 
walking on crutches. Union occurred promptly. There 
was no displacement, no angulation, and he returned 
to his work fi\e months after the accident (Fig. 3-B). 
Nine months after reducing this fracture, the wires 
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Fig. 3. A Amero-posterior view followitig reduction and internal fixation 
with four threaded steel uircs. B. Lateral view six and one-half months fol¬ 
lowing closed reduction and blind pinning with threaded steel wares. Solid bony 
union. Patient had been at work witli active weight-bearing for more than 
two months preceding roentgenogram. 


W’ere removed because the ends protruding from the 
shaft of the femur, just below the trochanter, caused 
mild Irritation and discomfort in the soft parts. At 
the time of removing these wires, they were found 
to be quite firm in the bone. As far as could be de¬ 
termined there was no absorption of bone about them. 

Sixteen months after the automobile accident re¬ 
ferred to above, this patient fell from a height of 
about 20 feet. He struck on his lower back and right 
side Examination revealed a compression fracture of 
the twelfth tlioracic and the second lumbar vertebra: 
and multiple contusions Although he stated that much 
of the force of the fall was directed against the pre¬ 
viously injured hip, it was not re-fractured. 

Because of the satisfactory result in the 
above case, all recent fractures of the m- 
tracapsular portion of the neck of the fe¬ 
mur, which have been treated under my 
supervision during the past four years, have 
been managed in a similar manner. Patients 
of other surgeons in the University of Chi¬ 
cago Clinics, including those of Dr. Phem- 
ister and Dr. Hatcher, also have been treat¬ 
ed by fixation with threaded steel wires. 

The series is small and the time is yet too 
short to report an end-result study. The re¬ 


sults thus far, however, have been imminent¬ 
ly satisfactory (Fig. 4). In the jo cases 
which I have personally treated, there 
have been no deaths, no non-unions, no 
aseptic necroses of the femoral head, no 
complications, and only two instances of 
delayed union. 

As has been so well shown by Selig, 
smooth pins, such as Kirschner wires, af¬ 
ford unsatisfactory immobilization because 
they lack the ability to grasp the bony tra¬ 
becula which is possessed by the threaded 
wires. As occurred in one of my cases, they 
may migrate to the surface, causing irrita¬ 
tion of the skin and necessitate removal be¬ 
fore the fracture has united. 


DISCUSSIOK 

The advantages of internal Exation of re¬ 
cent fractures of the neck of the femur 
were first suggested by von Langcnbeck, 
and the successful application of a method 
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ig 4 A Roentgenogram patient 
d 63, one week after dosed rc- 
tionand insertion of four tliread- 
teel pins ^\lthout incision 


B Antero-posterior Mew ele\cn 
inontlis after closed reduction and 
internal fixation with steel wires 


C Lateral \iew showing healiii] 
in normal position 


nailing a fracture of the neck of the fe- 
r was reported by Koenig in 1878, while 
sries of thirteen successful cases similar- 
spiked, with a three-cornered nail driven 
sctly through the skin and followed with 
ilaster cast immobilization, was reported 
Nicolaysen. 

The current nddespread interest in meth- 
; of internal fixation of fractures of the 
loral neck may be directly attributed to 
enthusiasm aroused by the reports of 
ith-Petersen and his colleagues of tlie 
cess attained by the use of a three- 
iged nail. Modifications of methods of 
iting fractures of the neck of the femur 
ing the past nine years have been prin- 
illy concerned with variations in the 
es of pins, nails, screws, or wires used, 

1 in the methods of their introduction, 
nderson, Thomas, Johansson, Knowles, 
:scott, Moore, Telson and Ransohoff, 
jnslen, Albee, Cubbins and co-workers, 
Drnton and Sandison, and many others 


have reported their onm particular varia¬ 
tions in materials or technics. 

Some of the authors advised open reduc¬ 
tion and others were advocates of blind 
nailing after incising laterally to expose the 
femur at the level of the greater trochanter. 
With rare exceptions, in addition to the in¬ 
ternal fixation advocated, these authors 
found it advisable, if not entirely necessary, 
to apply some type of plaster cast, although 
the period and extent of plaster immobili¬ 
zation was usually less than that required 
by the old Whitman method. The three- 
flanged nail which was proposed and popu¬ 
larized by Smith-Petersen is still the most 
widely used method of internal fixation. 
The incidence of union from various meth¬ 
ods of internal fixation of fractures of the 
intracapsular neck of the femur is greater 
than 80 per cent. However, I rejected the 
Smith-Petersen nail as my method of choice 
because; 

I. Insertion of the nail required an open 
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Fig S. A flJustratiou shoNS'ing sourccb of blood supply to the lieatl and neck of the femur 
B. lUustrat'ou showing how the insertion of a two- or three-bladed nail or screw of large diameter 
may produce additional injury to the circulation of the femoral neck or he.ntl, leading to aseptic 
necrosis even though union docs occur. 


Operative procedure. 

2 . Theoretically, at least, it constituted 
a threat to intact nutrient arteries in the fe¬ 
moral neck or head (Fig. 5-A). 

3. The continued presence in the central 
portion of the femoral neck and head of a 
three-bladed chisel may retard revasculari¬ 


sation of the partially devitalized bone 
(Fig. 5-B). 

4. Aseptic necrosis (Axhausen, Phemistcr, 
Santos) may foHou* insertion of the nail, 
even though union of the fracture takes 
place (Fig. 6). 

5. Too often the nail alone docs not af- 
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Fig. 6. Roentgenogram stiowing uuitecl fracture of the neck of the femur. Eight weeks after 
closed reduction and cast, the femoral head, as judged by the roentgenogram, was viable, but 
union had not occurred. Open reduction and fixation with the Smith-Petersen nail was tlien carried 
out. The fracture united, but aseptic necrosis of the head of the femur resulted. (Courtesy of Dr. 
D. B. Phemister.) 


ford sufficiently secure fixation of the frac¬ 
ture to permit early ambulation without 
first applying a plaster cast for additional 
support. 

In recapitulation, it is perhaps permissi¬ 
ble for me to list some factors which may 
favorably influence union of recent intra- 
capsular fractures of the neck of the femur, 
with subsequent physiologic function in the 
extremity. 

I. Early reduction after the fracture in- 
. pry. 


2. Accurate reduction, as demonstrated 
in both anterio-posterior and lateral roent¬ 
genograms. 

3. Creation of a position of valgus (Pau- 
wels) to eliminate shearing force. 

4. Internal fixation by a method least 
likely to injure nutrient blood vessels or to 
prevent revascularization. 

5. Early mobilization with passive and 
active motion in all joints of the extremity. 

6. Delayed weight-bearing for at least 
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six months, to permit the maximum degree 
of revascularization of the femoral head. 

Advantages of the ambulatory treatment 
of recent fractures of the neck of the fe¬ 
mur, following closed reduction and thread¬ 
ed tvire fixation are: 

1. The incidence of hypostatic pneu¬ 
monia in elderly individuals may be re¬ 
duced. 

2. The patient may sit upright in bed ot 
in a wheelchair immediately after closed 
reduction and internal fixation by this meth¬ 
od. 

3. The patient may become ambulatory, 
if not too feeble, on the second or third 
day following reduction, 

4. Hospitalization may be shortened to 
from four to seven days. 

5. The method is relatively atraumatic. 

6 . Immediate and accurate reduction, 
adequate immobilization of the fracture, 
with early mobilization of the various joints 
of the extremity, ate factors which may re¬ 
duce the incidence of aseptic necrosis. 

7. Circulation of blood and lymph in the 
injured limb, with improved muscle tone 
and tissue turgor in the entire body, is en¬ 
hanced by physical activity and is desirable 
provided this does not endanger the im¬ 
mobilization of the fracture itself. 

8. The small threaded wires neither en¬ 
danger to any appreciable extent surviving 
branches of the nutrient arteries of the 
femoral neck or head, nor do they obstruct 
attempts at revascularization. 

9. The incidence of union in our own 
experience has been infinitely better than 
by any other method which has been tried 
in this Clinic. The patient is spared the un¬ 
pleasant experience and often serious results 
of long plaster cast immobilization. 

10. Atrophy of disuse of bones and mus¬ 
cles docs not occur to any appreciable ex¬ 
tent when this method is carried our. 


II. Reduction of the period of hospital¬ 
ization from several months to a few days 
greatly decreases the economic strain upon 
the patient and works to the advantage of 
the surgeon, who, too often, is deprived of 
a fee because the patient’s financial re¬ 
sources are more than exhausted by the re¬ 
quirements of the hospital alone. 

This method, in combination with tibial 
bone grafts, has been successfully applied 
in the treatment of old ununited intracap- 
sular fractures of the neck of the femur 
(Compere and Lee). 


SUMMARY 

Recognition of the fact that accurate in¬ 
ternal fixation udll result in union of at least 
80 per cent of fractures of the neck of the 
femur has greatly improved the prognosis 
in injuries of this type. 

There is some evidence that large flange 
nails, which occupy a considerable portion 
of the diameter of the femoral neck, may 
result in further injury to the circulation 
or interfere with revascularization of the 
femoral head. 

In this paper I have demonstrated the use 
of threaded, stainless steel wires of a diam¬ 
eter so small that blood vessels ate not great¬ 
ly endangered, nor is revascularization ob¬ 
structed. This method h.as been quite suc¬ 
cessful in a small scries of cases. For the 
surgeon who is trained in mechanical meth¬ 
ods and who understands orthopedic prin¬ 
ciples, it is entirely safe. No cast is required 
and the wires can be insetted with a hand 
drill without making any incision, svith the 
use of either local or general anesthesia. 
The period of hospitalization has been 
shortened to an average of about ten days 
and the period of recumbency in bed to 
from twenty-four hours to six days. The 
holding power of the wires has been shown 
to be as great as that of any of the other 
more commonly used larger pins or nails. 



410 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


RIBLIOGRAPHY 

1. Af6cc, 7f.: 7n/uncs nnJ D/=ca«:cs of the Jlip: Surecry 
nnd Con»^crvatKe Treatment, New York, Paul P. Ilocbcr, Inc, 
193/. 

2. Apfclbacli, George L, and Aries Leon J.: Ambulatory 
Trentment of Tmcturcs of the Neck of the rcmiir. Sure., 
G>nec & ObsL 63: 341-348 (Scptcirbcr), 1936. 

3. Axhausen, G.: Necrosis of the Proximal Fragment in 
Fracture of the Neck of the Femur, and its Influence on the 
Hip Joint, Arch. f. Win. Chir. 120: 325, 1922, 

4. Bradford, F. 11.: Ambulatory Treatment of Fracture of 
Femoral Neck, Boston ?kl. & S. J. 181: 10, 1919. 

5 Compare, Kdward F, and Lee, John: The Kestoration of 
Physiological and Anatomical Function in Old TJnunited Tn- 
tracap^'ular Fractures of the Neck of the Femur. J. Bone & 
Joint Surg. 22, 261-277 (April), 1940, 

6 . Cubbins, \V. R., Callahan, J. J., and Scuderi, C. S.: 
Fractures of Neck of Femur; Open Operation and Patho¬ 
logic Observations: New Incision and New Director for Use 
of Simplified Flange, Surg., Gyncc. fi: Ohst. 68: 87-94 (Jan¬ 
uary), 1939. 

7. Gaenslcn, F. J.: Subcutaneous Spike Fixation of Fresh 
Fractures of Neck of Femur, J, Bone & Joint Surg. 17: 739- 
747, 1935. 

8 . Gaenslcn, F. J.: Fracture of the Neck of the Femur, 
J.A.M.A. 107: 105-114 (July H), 1936. 

9. Henderson, if. S.: Internal Fixation for Recent Frac¬ 
tures of Neck of Femur, S. Clin. N. Amer. 19; 927-942 
(August), 1939. 

10. Intracapsular Fractures of the Femoral Neck, Compt. 
rend. d. Congres Internal, d, Chir. Orthoped., Berlin, 1939. 

11. Johansson, Sven: On the Operative Treatment of Medi¬ 
al Fractures of the Neck of the Femur, Acta orlhop. Scandi- 
nav. 3: 362. 1932. 

12. Johansson. Sven; Pseudarthrosis of the Neck of the 
Femur Treated bv a Method of Extra-articular Osteo-sj nthe- 
sis, Acta orthop. Scandinav. 4: 214, 1933. 

13. Kleinberg, Samuel: The Value of Early Weight-bearing 
in the Treatment of Fractures of the Neck of the Femur, J. 
Bone S. Joint Surg. 19: 964-977, 1937. 

14. Kno^^Ies, F. L.: Fractures of the Neck of the Femur, 
Wi^onsin M. J. 35: 106 (February), 1936 

15. Koenig: Discussion and Osc Report, Vcrhandl. d. 
deutsch. Gesellsch. f. Chir., Se\enth Congress. 1: 93, 1878. 

16. von Langenbeck: Verhandl. d. deutsch. Gesellsch, f. 
Chir., Seventh Congress. 1: 92, 3878. 

17. Leadbetter, G. W.: A Treatment for Fracture of the 
Neck of the Femur, J. Bone & Joint Surg. 15: 931, 1933. 

18. Moore, A. T.: Fracture of the Hip Joint (Intracapsu¬ 
lar) : A New Method of Skeletal Fixation, J. South Carolina 
M. A. 30: 199 (October), 1934. 

19. Moore, T.: Fractures of the Neck of the Femur, South. 
Surgeon. 139-147 (April), 1939. 

20. Nicolaysen, J.: Lidt om Diagnosen og Behandlingcn av 
Fr. colli femoris (A Little about the Diagnosis and Treatment 
of Fractures of the Neck of the Femur), Nord. med. arkiv. 

8 : 1897. 

21. Pauwels, Friedrich: Der Schenkclhalsbruch ein mechan- 
isches Problem, Stuttgart, Ferdinand Enke, p. 6, 1935. 

22. Phemister, D. B.: Fractures of Neck of Femur, Dis¬ 
locations of Hip, and Obscure Vascular Disturbances Pro¬ 
ducing Aseptic Necrosis of Femur, Surg. Gynec. & Obst. 
59: 415-440, 1934. 

23. Santo'j, J. V.: Changes in Head of Femur after Com¬ 
plete Intracapsular Fracture of the Neck; Their Bearing on 
Non-Union and Treatment, Arch. Surg. 21: 470 (September), 
1930. 

24. Schwahn, F.: Gcfahigkeit bei frischen Schenkelhals- 
bruchen. Arch. f. Orthop. 28; 355-361, 1930. 

25. Seljg, Seth: Objections to the Use of Kirschner Wire 
for Fixation of Femoral Neck Fractures, J. Bone & Joint 
Surg. 21: 182 (January), 1939. 

26 Smith-Petersen, M. N., Cave, E F, and Van Gordcr, 
G. W.: Intracapsular Fractures of the Neck of the Femur, 
Arch. Surg. 23: 715, 1931. 

27. Speed, Kellogg; The Unsolved Fracture, Surg, G>nec. 
fi. Obst. 60: 341-352 (February 15), 1935. 

28. Telson, D. R. and RansohofT, N. S.: Treatment of 
Fractured Neck of the Femur by Axial Fixation with Steel 
Wires, J. Bone Joint Surg 17: 727 738, 1935. 

29. Thomas, T. T.: Fixation by a Wood Screw Without 
Arthrotomy in Certain Fractures of the Neck of the Femur, 
Am. J. Surg. 35. 292 (September), 1921. 


30. Thornton, Lav,son, and Sandi'^on, Calvin: Questions and 
An^irers Concern'mp: the of the Sm/th-Pefersen Nail in 
Intracapsular Fracture of the Neck of the Femur and a De¬ 
tailed Description of the Method. Symposium on Intracap- 
Kular Fr.aclurcs of the Neck of the Femur, Clinical Congress 
of American College of Surgeons, Chicago, October 27, 1937. 

31. Wcscott, H. If.: A Method for the Internal Fixation of 
Transccrvical Fractures of the Femur, Virginia M. Monthly. 
59: 197 (July), 1932, 

32. Wcstcott, II. H.: Method for Internal Fixation of 
Transccrvical Fractures‘of Femur, J. Bone &. Joint Surg. 16: 
372-378, 1934. 

33. Wliitman, R.; The Abduction Trentment of Fracture of 
the Neck of the Femur. Ann, Surg, 81: 374, 1925. 

34. Whitman, R.; The Abduction Method, Am. J. Surg. 
21: 335-344. 193$. 

35. Wolcott, W. Eugene: Circulation of the Head and Neck 
of the Femur, J.A.M.A. 100: 27-34, 1933, 


RESUME: 

Trakevient ambulatoire des jractures 
nouvelles 

La reconaissence du fait que correcte fixa¬ 
tion interne a comme resultat Tunion dans 
8o% au moins des fractures du cou femoral, 
a cnormement ameliore le pronostic dans 
lesions de cette sorte. 

II semble que des clous avee de pas gros 
rebord qui occupent une partie considerable 
du diametre du cou femorale peuvent re- 
sulter en ulterieurs dommages pour la circu¬ 
lation ou peuvent deranger la revasculariza¬ 
tion de la tete femorale. 

Dans cet ouvrage j’ai demontre I’usage 
de fils d’acier a trousse inoxidables d’un dia¬ 
metre si petit que les vaisseaux sanguins ne 
sont pas beaucoup exposes au danger ni la 
vascularization est obstruite. Cette metho- 
de a eu bon succes dans une petite serie 
de cas. Pour le chirurgien qui est traine 
avec les methodes mechaniques et qui sait 
les principles de I’ortopedie, cette methode 
est tres sure. Pas de moule est necessaire 
et les fils peuvent etre inseres avec une ma¬ 
chine a forer a main sans faire aucune inci¬ 
sion, en employant anesthesie locale ou gene- 
rale. La periode de hospitalization a ete 
reduite a une moyenne de presque lo jours 
et la periode de repos a lit de 24 heures a 6 
jours. Les fils sont capables de fixer autant 
que tout autre moyen plus communement 
employe, comme epingles ou clous plus 
grands. 
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ZUSAMMENFASSUNG 

Die aitibiiSatorische Behavdhmg 'eon fri- 
schcn Bnicbcn 

Die Erkcnntniss dcr Tatsache, dass ge- 
naue inncrc Fixation, in mindcstcns 8o% 
der Fiille eines Schenkelhalsbruches, einc 
Vereinigung zur Folge hat, hat die Prognose 
derartiger Verietzungcn bedeutcnd vcrbes- 
sert. 

Es sind cinige Beweise wclche dafiir 
sprechen, dass lange Flanschnagel, welchc 
cinen betriichtlichen Teil des Durchmessers 
des Schenkelhalses einnehmen, wcitere 
SchHdigungcn dcr Circulation zur Folge ha- 
ben, und die Gefiissneubildung im Kopt 
des Femur becintrachrigen. 

In dicsem Artikel babe ich auf den Ge- 
brauch von fadenformigen Drdhten aus 
nichtrostendcm Stahl hingeweisen, dcren 
Durchinesscr so klcin ist, dass wcder Blutge- 
fasse sehr gefahrdet sind, noch die Gefass- 
ncubildung gehindcrt ist, Dicse Mcthode 
war in einer klcinen Anzahl von Fallen 
ziemh'ch erfolgreich. Es ist ein vollkommcn 
sicheres Verfahren, ftir den Chirutgen der 
in mechanischen Mcthodcn ausgcbildet ist 
nnd der die orthopadischcn Principien bc- 
herrscht. Ein Gipsverband ist nicht ndtig 
und die Drithtc kdnnen ohne Incision untcr 
lokalcr oder allgemeincr Anesthesic, mit 
eincm Handbohrcr eingefiihrt werden. Der 
Spitalsaufenthalt w u r d e durchschnittlich 
auf zchn Tage und die Bettruhe auf cine 
Dauer von zwischcn vicrundzwanzig Stun- 
den und sechs Tagen, verkurzt. Die Wi- 
dcrstandskraft der Drahte envies sich als 
die gleiche, wie die dcr melir allgemain ver- 
wendeten grosseren Nadeln und Nageln. 


RESOMEN 

Tratamiento ambulatorio de fractiiras 
reckntes 

Reconocimiento que fijacion interna cx- 
acta resultara cn union en los 8o par ciento 


ail 

dc los casos de fractura del cucllo del femur 
ha mejorado mucho el promistico cn daiius 
dc este tipo. 

Hay evidencia que los clavos grandcs que 
ocupan una parte considerable del diainetvo 
del cviello femoral pueden resultar en dafio 
adicional a la circulacion o pueden inter- 
rumpir la revascularizacion de la cabeza del 
femur. 

En c! presentc papel, he demostrado cl 
cnipelo de hilo de acero de diainctro tan 
peqneno que los vasos no encuentran peli- 
gro, ni tampoco se ofastruye (a revascuiar- 
izacion. El dicho metodo ha tenido bas- 
tante cxito cn una scric liinitada de casos. 
Para el cirujano que esta bien instruido en 
metodos mecanicos y que entiende bien los 
principios ortopedicos, es corapletamente 
seguro y sin peligro. No es preciso eniplear 
un forma dc cstuco y los hilos pueden in- 
sertarsc empleando taladro dc niano sin 
haccr ninguna incision, con nnestesia local o 
general. El tiempo dc hospitalizacion ha sido 
reducido a un por medio de diez dias, y cl 
tiempo de rcclinacion en cama a un rato de 
desde veinticuatro horas a seis dias. La 
fuerza agarradora de los hilos es tan grande 
como la de los clavos o alfileres mas grandes, 
dc uso ordinario. 


RIASSUNTO 

Trattmuento avibulatorio delle frattiire 
reenti 

11 riconoscimento del fatto chc accurate 
fissazionc interna ha come nsultato runionc 
in almeno 8o% delle fratture del collo del 
femorc, ha enonnemente migliorata la prog- 
nosi di Icsioni di questo genere. E possibilc 
che chiodi a non larga capocchia chc occu- 
pino una parte considercvole del diametro 
del collo femorale possano risultare in ulte- 
riore danno alia circolazionc o possano in- 



412 


JOURNAL OF rilFi INTERNATIONAL COLLEGE OP SURGEONS 


terferire con la rivascolarizzazione della 
testa del feniore. 

In questo lavore ho dimostrato I’uso di 
fill a treccia di acciaio inossidabile di un dia- 
rnetro cosi piccolo che i vasi sanguigni non 
sono niolto daniieggiati ne la vascolarizza- 
zione e ostruita. Questo metodo ha avuto 
successo in una piccola serie di casi. Per il 
chirurgo che e allenato ai metodi meccanici 
e che e al corrente dei principi di ortopedia, 


esso c del tutto sicuro. Nessun’ ingessat 
c neccssaria e i fill possono essere inse 
con un trapano a niano senza fare alci 
incisione, con I’uso di anestesia locale o g 
erale. II periodo di ospitalizzazione e st 
ridotto a una media di circa lo giorni ^ 
periodo di riposo a letto da 24 ore a 6 gio: 
I fili sono capaci di fissare altr ettanto b 
quanto qualsiasi altro mezzo piu cornu 
mente usato, come spilli o chiodi piu grar 


INTERNATIONAL ASSEMBLY 

The next International Assembly of the International 
College of Surgeons will be held in August, 1941, in Mexico 
City, Mexico. Members of the United States Chapter may 
write to Dr. Desiderio Roman, President Elect, 270 South 
Seventeenth Street, Philadelphia, Pennsylvania, for informa¬ 
tion. 



The Treatment of Old Ununited Infected Fractures 

CARL E. BADGLEY, Al.D., and HERBERT W. HARRIS, M.D.* 

ANN ARBOR, MICHIGAN 


O LD ununited infected fractures are 
sequelsE of compound fractures, of 
the operative treatment of simple 
fractures, and of pathologic fractures oc¬ 
curring in osteomyelitic bones. Occasional¬ 
ly they are the result of a too determined 
effort on the part of the surgeon to save an 
extremity that might better have been sacri¬ 
ficed in the beginning. More frequently 
they are the result of (i) faulty treatment, 
due to inadequate or improper surgery 
combined with lack of proper approxima¬ 
tion and fixation of the fragments; or ( 2 ) 
a severe infection which, in spite of satis¬ 
factory treatment, produced osteomyelitis, 
sequestration, and loss of bone substance 
with resultant non-union. In this latter 
group, the compound comminuted fracture 
is the chief offender. 

The treatment of ununited infected frac¬ 
tures presents a triple challenge to the sur¬ 
geon. First, how to splint and adequately 
fix the fracture in the presence of the in¬ 
fection. Second, the treatment of the in¬ 
fection itself, and third, how best to secure 
union. It has been our practice in the past 
to follow a conservative method of treat¬ 
ment, attacking one of these problems at a 
time. We have considered treatment of the 
old infected ununited fracture to be clearly 
divided into three stages: 

I. Treatment of the infection. 

2 . A period of waiting to avoid recur¬ 
rence of infection. 

3 . Treatment of non-union. 

Stage /.—Treatment of the infection in 
old infected, ununited fractures is essen- 

•From the Department of Surgery, Section of Orthopedic 
Surgery, University of Michigan, Ann Arbor, Michigan. 


daily the treatment of a localized osteomye¬ 
litis of the fragment ends, associated fre¬ 
quently with soft tissue abscess formation. 
The fundamental principles of the treat¬ 
ment are the removal of sequestra and ade¬ 
quate drainage of the abscess pockets. Fixa¬ 
tion of the part is necessary, either on 
splints with provision for chemical irriga¬ 
tion of the wound, or by the more common 
method at the present day of vaseline packs 
and plaster fixation. Occasionally by fol¬ 
lowing this method of treatment of the in¬ 
fected ununited fracture, the infection has 
healed with bony union of the fracture. 
More frequently, however, the treatment 
resulted only in clearing up of the infection 
and healing of the wound, which are the 
primary aims of this phase of therapy. 

Stage //.—Because of the experiences in 
the First World AVar, a period of delay of 
at least six months after complete soft tissue 
healing of such an infected ununited frac¬ 
ture has been the practice before any opera¬ 
tive procedure to obtain union. This dic¬ 
tum has seemed sound and was followed in 
our early cases, extending the delay period 
in 50 per cent of our cases to one year with 
no seeming benefit. Skin grafts to cover 
epithclialized areas have sometimes been 
performed during this stage. 

Stage ///.—After the period of delay to 
make sure infection was not apt to re¬ 
cur, various operative procedures to obtain 
union have been utilized. These consisted 
principally of freshening the bone ends 
with appro.ximation and fixation, either in¬ 
ternally at the fracture site or with pins 
through the fragments. iMore rarely bone 
grafts w'cre used. 
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It has been recognized that radical sur¬ 
gery with excision of the osteomyelitic 
areas, freshening of the bone ends, and in¬ 
ternal fixation of tlic fracture might result 
in more frequent and earlier union. How¬ 
ever, the fear of extending infection from a 
localized osteomyelitis to a generalized 
process has perpetuated the conservative 
treatment outlined above. 

For the past five years we have slowly 
but increasingly deviated from the conserv¬ 
ative therapy to what seemed to us a more 
radical procedure. Sherman, Orr and, more 
recently, Campbell, have advocated resec¬ 
tion of the local osteomyelitic bone, tvith 
internal fixation of the fracture by plates or 
pins. Tliejr have packed the wound udde 
open and applied splints or plaster for ex¬ 
ternal fixation. Stimulated by their avork, 
we have followed their teachings against 
our surgical judgment. The fundamental 
principle, which is of greatest importance 
in this radical procedure, is the satisfactory 
drainage of all abscess cavities and assurance 
of continued draining by packing the 
■wound wide open. Following this prin¬ 
ciple, we have been amazed at the impunity 
vdth which one can operate upon these in¬ 
fected fractures, resect the osteomyelitic 
areas, freshen the bone ends, and maintain 
approximation by internal fixation. 

In the past five years we have treated 25 
cases of infected ununited fracture by this 
more radical one-stage method. In none of 
these cases have we yet had the courage to 
use plates as internal fixati^^e agents, but we 
feel that the experiences of Sherman and, 
more lately, of Campbell demonstrate the 
feasibility of this type of fixation. Their 
reports make their technic seem an added 
possibility for better fixation and more cer¬ 
tain union than that obtained with the 
Smith bone clamp or vdre fixation. We 
have also applied this same principle to 
pathologic fractures of osteomyelitic bones 
in several cases, but we are not reporting 
these results as v'c ■\tdsh to confine this pa¬ 
per entirely to ununited infected fractures. 


These patients had all been ill for at least 
several months and so were in the chronic 
stage'of their infection. For this reason, 
they shou'cd variable evidence of general 
debility, marked loss of weight associated 
with a subnormal appetite and dehydration. 
The hemoglobin was almost constantly re¬ 
duced. The local lesions in these patients 
presented either draining sinuses or wide 
open infected wounds. The fracture frag¬ 
ments frequently protruded through the 
skin and lay in a bed of infected granula¬ 
tion tissue. The surrounding skin was com¬ 
monly irritated and macerated by pro¬ 
longed exposure to the drainage. General¬ 
ly, there w^ere undrained soft tissue ab¬ 
scesses surrounding- the fracture. If these 
abscesses were large there was considerable 
fever. Previous long splinting had caused 
fixation of adjacent joints, and pressure 
from this fixation, vdth long periods in bed, 
had resulted in decubiti over the bony 
prominences. Palsies from pressure over 
superficial nerves were not uncommon. 

X-ray examination of the extremity us¬ 
ually showed malposition and malalignment 
of the fragments. The bone ends showed 
either atrophic non-union with rounding 
and absorption of the lime salts, in which 
case there was separation of the fragments 
with soft tissue interposition, or the non¬ 
union was of the sclerotic type,-with se¬ 
verely increased X-ray opacity and with 
the fragments in contact. Multiple seques¬ 
tra were the rule and they were found be¬ 
tween the fragments, or beside one of the 
fragments, in which case they were fre¬ 
quently due to non-viable comminuted 
pieces from the original fracture. Fre¬ 
quently, the sequestra were located within 
the cortex of one fragment, and were due 
to the osteomyelitic process. Osteomyelitis 
of the fragments was further demonstrated 
by irregular areas of bone absorption inter¬ 
spersed with evidence of bone regeneration. 
There was usually periosteal reaction about 
the bony cortex adjacent to the fracture 
site. 
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The general treatment of the patient Avas 
given first consideration. It was our cus¬ 
tom to give fluids, transfusions and other 
supportive medications before any surgery 
other than the emergency drainage of ab¬ 
scesses was carried out. In the more re¬ 
cent cases, sulfanilamide was given orally 
before operation and implanted locally at 
the operative procedure. With the applica¬ 
tion of these supportive measures, the gen¬ 
eral condition of the patient became satis¬ 
factory comparatively quickly in most cases 
and, when this had been accomplished, the 
active treatment of the fracture was 
instituted. 

Under general anesthesia the fracture 
sites were exposed with an incision usual¬ 
ly excising the sinus tract. Small ab¬ 
scesses about the fragments were drained. 
Sequestra lying outside the bony cortices 
were removed. Scar tissue benveen the 
fragment ends was excised and the frag¬ 
ments were resected until fresh bleeding 
bone was obtained. If gross osteomyelitis 
was present, the fragments were saucerized 
to obtain drainage and to remove sequestra 
from Avithin the cortex. After this Avas ac¬ 
complished, the fragments were properly 
aligned and placed in contact. Internal fixa¬ 
tion Avas used Avhen it appeared necessary 
to maintain approximation and gave no 
apparent difficulty. In any event, the 
wound Avas Andely packed open with vase¬ 
line gauze, Avith no attempt at closure. 
Ample dressings Avere applied, followed by 
a cast immobilizing the joints adjacent to 
the fracture. The Avound Avas thus treated 
as an osteomyelitis by the method long 
advocated by Orr. 

Culture of material removed at these 
operations showed staphylococcus aureus 
to be the usual organism. Streptococcus 
hemolyticus and B. 'welcbii each were found 
in one case in this series. B. coU Avas fre¬ 
quently found along with one of the above. 
In no case Avas a positive blood culture ob¬ 
tained following operation, although in a 
few cases septicemia Avas suspected and cul¬ 


tures Avere taken. Usually, however, the 
procedure was carried out without conse¬ 
quent serious reaction. A study of the 
temperature charts showed that there was 
commonly less fever three or four days 
after the operation than preoperatively. In 
no case Avas there prolonged severe eleva¬ 
tion of temperature and there Averc no 
mortalities. 

After this primary operative procedure, 
transfusions and other generalized sustain¬ 
ing treatment w'ere carried out as indicated. 
The dressings and cast Avere changed at 
interA'als AA'hich averaged about once per 
month. Attention \A'as ahvays given to 
keeping the wound Avidely packed open. 
Careful fixation in plaster Avas maintained. 
If internal fixation w^as used it Avas remoA^ed 
Avhen the fragments became fixed by callus 
and before the operative Avound AA'as al- 
loAved to heal. Frequently X-ray examina¬ 
tions Avere made Avith the cast removed, and 
Avhen further sequestra arose they Avere re- 
moA'ed. If further abscesses developed, 
they AA'erc drained. 


CASE REPORTS 

The folloAving group of brief case re¬ 
ports, together with roentgenograms of 
each case, is presented as illustrative of this 
series. 

We have not foIIoAA'ed strictly Avhat aa’c 
have described as the one-stage method in 
all cases, and in Cases i and 3 of this select¬ 
ed group, the three-stage method Avas more 
nearly used Avith excellent results. The re¬ 
mainder Avere treated by the more radical 
one-stage method, AAUth failure of union in 
Cases 8 and 9, and AA'ith deformity in Case 6. 

CASE 1 .—]. B, a man, aged 25, was in an automobile 
accident January 7 , 1938, sustaining a compound frac¬ 
ture of tlie right tibia and fibula at the junction of the 
upper and middle thirds. Immediate reduction was 
done without debridement and a cast was applied. He 
was admitted to the hospital on Januarj- 18, 1938, with 
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Fig. 1—Case 1. A. Roentgenogram taken on admission of patient, sliowing fracture of right 
tibia and fibula. Dakin tubes liad been inserted for irrigation before admission. B. Two months 
after admission, showing sequestra witli lateral displacement of distal fragment. C. Further 
sequestration of comminuted fragment in distal portion. D. Final result, showing solid union. 


a grossly infected wound. Fragments of the tibia 
were protruding. The wound was widely opened and 
Orr packs and cast were applied. Sequestrectomy was 
done on May 2, 1938, and on July 11, 1938, additional 
sequestra were removed from the tibia and tlie bone 
ends were freshened and aligned. The incompletely 
united fibula was separated by manipulation and al¬ 
lowed to override in order to appro-ximate the tibial 
fragments. There was solid bony union by Alay, 1939, 
with slight continued drainage (Fig. 1). 

CASE 2.—F. Me., a man, aged 30, fell from a ladder 
in Julj', 1936, sustaining a compound fracture of the 
left radius and ulna. He was treated by manipulation 
and cast. The wound became infected. He was 
admitted to the hospital in October, 1936, with a drain¬ 


ing sinus over the ulna and an abcess about the radius. 
There was a segmental fracture of the radius, with 
evidence of sequestration of the comminuted fragment 
with non-union of both bones. On admission the 
abscess was drained and widely packed open with Orr 
packs. On December 29, 1936, the sequestrated seg¬ 
mental fragment was removed and the Orr treatment 
was continued. Drainage persisted until May, 1937. 
There was continued non-union of both bones. On 
March 18, 1938, open reduction was done. The ulna 
was shortened. The radial fragments were freshened 
and the proximal fragment was thrust into the distal 
fragment. There was no recurrence of infection and 
after five months both bones were clinically solid. 
Roentgenograms one year after operation showed solid 
union with moderate radial deviation (Fig. 2). 



Fig. 2—Case 2 A. Roentgenogram taken on admission of patient, showing non-union of both 
bones and non-viable segmented fragment of the radius. B. Roentgenogram sliowmg sequestrum 
removed with soft tissues healed, but lack of contact of radius with non-union of both bones. C. 
Final result after shortening of ulna and thrusting of proximal radial fragment into distal frag¬ 
ment, with moderate radial deviation. 
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‘ \ ' ‘ siou of patient, showing non-union of the 

wound. B. Roentgenogram after freshen- 
bone chips C. Final result, showing bony 

union. 


CASE 3.—P. P., a man. aged 19, was in a motorcycle 
accident on May 16, 1932, sustaining a compound frac¬ 
ture of the right tibia and fibula at the lower and 
middle thirds. The wound was debnded and a bone 
plate was applied. Infection followed. The plate was 
removed and sequestrectomy was done in October, 
1932. He was admitted to the hospital on October 21, 
1932. There was non-union of the tibia, with an in¬ 
fected w'ound over its medial side Two days after 
admission sequestrectomy was done and tJie tibia was 
aligned. Union of the fibula prevented close approxi¬ 
mation of the fragments. By May, 1933, drainage 
had almost stopped and there was an incompiete 
fibrous union. The patient w-as given a leather cone 
with a walking caliper. He failed to return until 
February, 1936. The soft tissues were then heated 
but there was non-union of the tibia. The scar was 
excised and a skin graft was done. On April 18. 1936, 
the tibial fragments were freshened and a thrust type 
of graft was applied. The hiatus between the tibial 
fragments was filled with bone chips and the fibula 
ivas not osteotomized. Mild infection recurred, caus¬ 


ing the removal of a portion of the graft Solid bony 
union was present by March 1, 1937, but slight drain¬ 
age continued until August, 1938 (Fig, 3). 

Case 4.—E. C, a man, aged 26. sustained a simple 
fracture of the left femur March 14, 1936. An open 
reduction ivas done the following day and a bone 
plate was applied. A fragment was also wired. Wound 
infection followed. On July 13, 1936, the incision was 
opened and the plate was remos-ed. He was admitted 
to the hospital on August 10, 1936, with an ununiicd 
infected fracture The fragments were overriding 
and contained multiple sequestra, as well as foreign 
material from previous internal fixation. On August 
IS, 1936, a sequestrectomy was done and the bone 
ends were freshened and aligned. Alignment still was 
not satisfactory and on August 27, 1936, the fragments 
were again approximated and a Smith bone clamp was 
applied. Orr packs and hip spica were used. The 
Smith clamp was removed January 14, 1937, at which 
time there was solid clinical union. Roentgenograms 
sho^^ed solid union with healed soft tissues in Ma>, 
1937 (Fig.4>. 



A S C 

Fig. 4—Case 4. ,•]. Roentgenogram taken on admission of patient, showing non-union of the 
femur with overriding of fragments. nntUiplc sequestra and foreign material from previous 
internal fixation. B. Roentgenogram after sequestrectomy, freshening of fragment end« and ap¬ 
plication of Smith bone clamp C. Final result, showing solid union with healed soft liss 
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Fig. 5—Case S. A. Roentgenogram taken on admission of patient, showing comminuted seg¬ 
mental fracture of tibia, non-union with sequestration of comminuted fragments. The fibula is 
healed. B. Roentgenogram taken after removal of sequestra, but there is a large viable fragment 
partially bridging the fracture which has been left in place. C. End-result, showing solid union. 


CASE S.—F. C., a man, aged 39, was in an auto¬ 
mobile accident in October, 1936, suffering compound 
fractures of the left tibia and fibula. He was treated 
with skeletal traction for four months and then with 
a cast. Infection of the compound wound occurred. 
He was admitted to the hospital on July 16, 1937, with 
an ununited comminuted segmental fracture of the left 
tibia in the middle third and sequestration of the 
comminuted fragments. There was union of the fibula 
with draining sinuses over the tibia. On July 22, 1937, 
a sequestrectomy was done, but a large comminuted 
viable fragment was left partially bridging the frac¬ 
tured tibia. The tibial fragments were freshened but 
the fibula was not refractured. Orr packs and a cast 
were applied. By December, 1937, there was evidence 
of clinical union. A small sequestrum was removed in 
April, 1938, and by June, 1938, roentgenograms re¬ 
vealed solid union and the soft tissues were healed. 
The patient was walking with a brace (Fig. 5). 

CASE 6.—N. W., a man, aged 25, was in an auto¬ 
mobile accident May 13, 1933, sustaining a simple 


fracture of the right femur. He was treated with 
traction, cast, and finally by open reduction and the 
application of a bone plate on July 1, 1933. The opera¬ 
tive wound became infected and the plate was removed 
August 18, 1933. He was admitted to the hospital on 
August 26, 1933. There were three draining sinuses 
in the operative scar. There were abscesses of the 
soft tissues, with non-union of the femur and seques¬ 
tration of the fragmented ends. On August 31, 1933, 
incision and drainage of the abscesses and removal of 
sequestra from between the fragments were done. The 
wound was packed open with Orr packs and a spica 
was applied. This was followed by a change of dress¬ 
ings and cast at about si.'c-week intervals for the next 
twelve months. An additional sequestrum was re¬ 
moved in September, 1934. The femur was then 
clinically solid. Plaster fixation was continued until 
January, 1936, when there was also solid union, as 
shown by roentgenograms. The soft tissues were 
healed. There was marked lateral bowing at the 
fracture site (Fig. 6). 
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Fig. 6—Case 6 A. Roentgenogram taken on admission of patient, showing non-union with 
sequestration of fragment ends Note screw from previous plate. B. Fixation in cast with loss of 
position C. Improved position with early fibrous union. D Incomplete union eleven months after 
admission, with formation of sequestrum E Final result, showing solid union with severe lateral 
bowing. 
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Fig 7—Case 7. A Roemgenogram taken on admission of patient, showing non'imion with 
medial bowing of the tibia and proximal fragment protruding from the soft tissues. B. Roentgeno¬ 
gram after freshening and aligning bone fragments and fixation m cast C Final result, showing 
solid bony union. 


CAsn 7. —\V. B, a man, aged 29. was in an auto¬ 
mobile accident m December, 1937. sustaining a simple 
fracture of the left tibia and a comminuted fracture 
of the left fibula, He was treated with a cast for six 
weeks and then had an open reduction of t)ie tibia and 
a bone plate 'vas applied. Tiiere was severe infection 
of the operative wound and the plate was removed six 
weeks later He was admitted to the hospital on 
Marcli 7, 1938. with non-union and witli the proximal 
tibia! fragment protruding outside the soft tissues. 
On the day after admission, the granulation tissue 
was removed from between the bone ends and the ends 
were freshened and aligned The sequestra were re¬ 
moved. Orr packs and a cast were applied. Re¬ 
peated drcsshigs and casts were applied as needed 
There was soHd union by January, 1939, but the soft 
tissues were not completely hcakd until May, 1939 
(Fig. 7). 


CASE 8 .—W. A., a man, aged 38, sustained a simple 
fracture of the right femur in April, 1937, when a 
tractor upset. He was treated by open reduction and 
bone plate. The wtund became infected. In January, 
1938, the plate was removed and the wound packed 
open He w-as admitted to the hospital on June 23. 
1938. There was profuse drainage. The fragments 
of the femur were protruding from the open wound 
and were separated by granulation tissue. On June 
27, 1938, sequestra were remo\cd from the bone ends, 
the bone ends were freshened, aligned, and fixed in 
position with a Smith bone clamp. Orr dressings and 
a cast were applied. On September 14, 1938. the 
Smith bone clamp was removed and the Orr treatment 
was continued Although the soft tissues were healed 
by April, 1939, bony union faded to be obtained The 
patient has been advised to return for a bone graft, 
but has not done so to date (Fig. 8 ). 
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Fig 8 ~C 2 ‘«e S J Roentgenogram taktn on admission of patient, showing non-union with 
overriding of fragments and the pnixiraa! fragment protruding outside the soft tissues B. Roent- 
eenocrani after freshenitig fragments, alictanent and fixation with Smith bone clamo. C.-Final 
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. Koei’tgfiiiogram taken on admission of patient, showing non-union, the 

wire tailing to fix tlie distal fragment. B. Roentgenogram after removal of the wire and fresh¬ 
ening of the fragments. Failure to use internal fixation resulted in loss of approximation C 
Appro-ximation after first bone graft. D. .Sequestration of graft and absorption of fragments 
following infection after second bone graft. 



CASE 9.—F. N., a man, aged 39, sustained a simple 
supracondylar fracture of the left humerus on May 
30, 1936. He was treated by manipulation and fixation 
in a cast and, finally, by open reduction and wiring 
of the fragments in December, 1936. The operative 
wound was infected. He was admitted to the hospital 
on July 7, 1937, with non-union and with a draining 
sinus posteriorly over the fracture site. The wire 
failed to fix the lower fragment which was over¬ 
riding anteriorly. Two days later, the sinus was 
widely opened and the wire was removed. The wound 
was widely packed. Tiie drainage persisted and on 
February 18, 1938, the fragments were exposed, fresh¬ 
ened, and approximated. Packs were again applied. 
No internal fixation was applied and the appro.xiina- 
tioii was lost. The drainage had stopped by July, 1938, 
and on January 17, 1939, the bone ends were again 
freshened and an onlay graft was applied. There 
was no recurrence of the infection. Union appeared 
to be beginning when the patient fractured the bone 
graft and non-union resulted. On January 19, 1940, 
open reduction witli a bone graft was again done. 
Infection followed this operation. The graft seques¬ 
trated and has since been removed. The result is 
a continued non-union with drainage (Fig. 9), 

A brief but comprehensive report of the 
outstanding features of the 25 cases of in¬ 
fected ununited fractures is presented in 
Chart 1 . It will be noted that four of these 
cases were admitted either immediately 
after injury or within a period up to eleven 
days afterward. Four more were admitted 
during the first six weeks. These cases are 
included because they went on to severe 
infection, delayed union, and necessitated 
the type of treatment under discussion. The 
remaining 17 cases were admitted after 
periods varying from two to forty-six 
months, and averaging ten months after 
injury. 


Of the 25 cases, 18, or 72 per cent, were 
originally the result of compound fractures. 
Simple fractures, with infected operative 
wounds, were responsible for 7 cases, or 
28 per cent. (See Chart I.) 

A summation of the results of treatment 
is presented in Chart II. 


CHART II 

RESULTS OF TREATMENT 


Bony union. 

CASES 

18 

PER 

CENT 

72 

Bony union with healed 
soft tissues. 

15 

60 

Bony union with persistent 
drainage . 

3 

12 

Non-union with healed soft 
tis.sues . 

3 

12 

Non-union with persistent 

drainage . 

Amputation for persistent 
non-union and infection. 

4 

16 

I 

4 


The end-results of the treatment demon¬ 
strate the marked delay in obtaining union, 
tlie time period extending months beyond 
the usual time for union of the bones in¬ 
volved. The average period of healing in 
tliose cases obtaining bony union was fifteen 
months. If Case 3, who was out of our 
control for over two years during his period 
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TREATMENT OF OLD INFECTED FR-iCTURES 
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of treatment, is not counted, the average 
lb thirteen months 

CONCLUSIONS 

Although It IS recogmzed that the num¬ 
ber of cases presented in tins study is in¬ 
sufficient to draw any conclusions, they do 
serve to emphasize the principles long 
taught by Orr, namely, that the proper 
treatment of infecuon in bone is complete 
drainage, apposition, and complete fixation 
As judged by these cases, there is no great 
danger in the opening of already infected 
wounds and cleaning away sequestra and 
debris between the fragments, as long as the 
wound IS widely packed open following 
this procedure However, if the infecuon 
appears acuve, radical surgery should, no 
doubt, be postponed until the infection has 
had time to subside The fact that 28 per 
cent of these cases Iiave come from infec¬ 
tions incident to the operative reduction of 
simple fractures should again serve to re¬ 
mind us all that such treatment sliould be 
reserved for those fractures winch will nor 
yield to closed reduction When open 
operation becomes necessary, it should be 
done only under the strictest aseptic tech¬ 
nic. Finally, this report shows that 72 per 
cent of these patients obtained union under 
treatment as here advocated Twelve per 
cent have obtained healing of soft tissues 
and will have a good chance at umon by 
later bone graft procedures On the other 
hand, the length of morbidity in this group 
of cases emphasizes the serious condition 
with which we are deiling 

SUMMARY 

In the last five years, the authors have 
treated 25 cases of infected unumted frac¬ 
tures by resecting tlie osteomyelitic areas, 
freshening the bone ends, internal fixauon 
when It appeared necessary to maintain 
approMination, and assuring continued 
drainage by packing the wound wide open 
Fluids, transfusions and supportive nicdica- 


nons are given, as indicated, before and 
after operation Results in these cases have 
encouraged the authors to continue this 
method of treatment Nine cases are report¬ 
ed in abstract form and 25 cases m a chart 
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RESUMh 

Tratteineiit des anciennes fractures vifectees 
pas times 

Dans les cinq dermeres amices les auteurs 
ont traite 25 cas dc fractures infcctees pas 
unics, avec resection de la zone osteomye- 
Imque, hberaaon des cxtremites de I’os, fixa¬ 
tion interne lorsqu’il parait neccssaire pour 
mantenir le rapprochement et continue 
drainage de la blessure largement ouverte 
Liquides, transfusions et medicaments adap- 
tes soiit admmistres selon indication avant 
ec apres Topcration Les resultats obtenus 
dans ces cas ont encourage les auteurs a 
continuer cette methode de traitement 
Neuf cas sent ici reportes 

ZUSAMMCNFASSUNG 

Behaudlmig altei, mcht veremtet nifizterter 
Bruebe 

Die Auroren haben in den ietzten Jahren, 
25 Fallc von infizierten, nicht veremten 
Bruclien, mittels Resection der osteomye- 
Iitischen Teile, behandclt, Anfnschung der 
Knochenenden, mnere Fixation, wenn dies 
notig war um die Annaherung zu erhalten, 
und Sicherung emer dauernden Drainage 
durcii Tamponade der weit offen gehalte- 
neii Wunde FJussigkeit, Transfusion und 
unterstutzende medilcanientose Behmdlung 
werden der Indikation gemass vor und nach 
der Operauon gegeben Dis Rcsultac dic- 
ser Falle hat die Autoren in der Fortsetzung 
dicscr Bchandlungsnicthodc bestarkt. Ncun 
Fallc Sind beschneben 
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trimmings in exclusive International 
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quality pure silk ruby-wine body 
with a broad stole of non-crushable 
velvet from neck to hem in emerald 
green, symbolizing medicine, piped 
in gold velvet, signifying science. 
Full bell shaped sleeves over inner 
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national College of Surgeons hood 
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tional College of Surgeons is 
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IS THE LINE OF DEMARCATION BETWEEN 
MEDICINE AND SURGERY BECOMING 
EFFACED? 


S INCE the beginning of documented 
medicine there has been a line of 
demarcation between the functions 
of the ph 3 ’sician and the surgeon. The 
division was both logical and satisfac¬ 
tory and was well adapted lo early con¬ 
ditions. Because of its practical basis, 
it has persisted nearly to our time. It 
seems reasonable to suppose that this 
imaginary line was there from the be¬ 
ginning and that medical men merely 
widened it Indeed, tlicw uddened it to a 
zone behind which both sides became 
quite firmly entrenched 

The reason why this line was so easy 
to trace in the beginning was that cer¬ 
tain physical ailments quite obviously 
needed diffeient nianageinent Wounds 
received in battle and in encountering 
savage beasts, and the accidental inju¬ 
ries of daily life demanded iniiiiediate 
urgent attention to stem the flow of 
blood, to leplace as well as possible the 
original position of broUeii or dislocated 
bones or to close an open body cavity. 
Effective treatment depended upon 
quick, positnc action, and the surgeon 
adapted himself to tins end After be 
became more learned, more skilful and 
moie bold, he extended liis field to in¬ 
clude the treatment of other affections, 
such as the opening of abscesses and the 
re noval of tumors, and with the onward 
ra.irch of time he extended his field to 
the limits reached by the nioderii sur¬ 
geon In doing this lie unconsciously, 
perhaps, widened the zone'which sep¬ 
arated him from the physician; yet this 


zone, wide as it became, was not sur¬ 
rounded on cither side by impenetrable 
ideas so tliat now it has become in places 
verj narrow indeed 

The surgeon in times past was not 
always as learned as the physician, but 
he was pei baps more lesotirceful because 
iie was obliged to cope witli many 
emergency conditions, often using the 
simplest of tools. He usually looked w'ith 
disdain iqion the great an ay of drugs 
of the physician and resorted to the use 
of but a chosen few whose actions 
seemed both certain and beneficial. 

The model ii surgeon has enlarged his 
domain to a great c.xtent bj- using his 
methods in fields previously assumed to 
belong 10 the physician. In the field of 
lien OHS disease he has opened the crania! 
cavity to work with painstaking caie on 
the brain, in pulmonary tuberculosis In 
has performed phreiiectoinies, tliorat 
tonnes and lobectomies, while in \al a- 
lar heart disease he has dared to .rk 
upon the valves of the heart them le- 
Sucli a list could he made tedioii-' ■ in? 

The extension of the surg -r . 
necessitated the deielojmient " ^ 
surgical specialists so that t c c--'- 
cation of general surgeon i -• 
peariiig. The neophyte in 
to develop quickly a subdi • - 

he is interested in order t 
iiig his field of study . - " " 

may master it more th' .u-tEt 

Besides the tenden :• r i 
to treat diseases f 
medical, a great ch -gri 
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JOL'RX.iL OF THE JXTERXATIOX.IL COLI.EOE OI- SFROEOXS 


C.\?E Xo. 2. The patient, an adult female, 
aged 33 years, had had some bleeding for a 
period of about one year and a half. This 
bleeding occurred mostly before and following 
the menstrual period and lasted about ten days 
in all. There had been no pain. or distress. 


ing the history, there was no knowledge of the 
use of vaginal suppositories. The probable in¬ 
troduction of the spores was from lycopodium 
powder used upon rubber gloves during vaginal 
examination and repair of a cervical laceration 
following a delivery. .After e.xcision of the 




Fig. j. Left, lycopodium spores in granulation tissue from Case 2, with ulceration of the cervi.v. Low power 
magnification. 

Fig. 4. Ri.ght, lycopodium spores and one crystal of magnesium silicate from Case 2. High power magnifi¬ 
cation. 


The general health had been good and the gen¬ 
eral physical examination was essentially nega¬ 
tive. Vaginal e.xamination revealed an old cer¬ 
vical laceration which was healed, but there 
was an area of erosion at the margin of the 
e.xternal os which bled rather freely upon 
manipulation. 

Curettage was performed and a portion 
of the involved cervix was removed for 
microscopic examination. 

The sections from the cervi.x showed chronic 
cystic endocervicitis. There was a moderate 
degree of polypoid hyperplasia of the mucosa. 
The surface stratified epithelium showed ero¬ 
sion, and in the underlying tissues consider¬ 
able inllammaiorv infiltrate was present, con- 
Ti-'ling mostly (if small round cells, large 
ni'.noiuiclear.s, jilasma cells and giant cells. 
1 .yciipiidium .sjiores were found loose in the 
ti ee. also within the giant cells. Fibroblastic 
5ir'i)i!<. rat!on wa-, ] Te>ent throughout the 
■ronia i!-,.- uterine -crapings showed begin- 
' - 'ni.i.anial glandular hyiierpir.sia. There 
" malignancy. In review- 


area there has been no further evidence of 
bleeding. 

C.\si-: Xo. 3. The patient, an adult female, 
aged 50 years, complained of pain in the back 
and lower abdomen. She had had two ab¬ 
dominal operations, one 17 years prior to the 
date of the present trouble, at which time the 
right tube and ovtir)' had been removed; about 
a year later a second operation was performed 
for the relief of pain in the lower abdomen 
and adhesions. Following the .second operation 
the patient was fairly well with the exce])tion 
of periodic attacks of pain at the time of the 
menstrual periods. During the last month the 
pains were more severe and the patient de¬ 
veloped symptoms of intestinal obstruction. 

.At operation many adhesions were found 
Detween the loo])S of the intestines and between 
the visceral and the parietal peritoneum; con¬ 
stricting bands were present, causing partial 
obstruction; one loop of the ileum was ad¬ 
herent to the stump of the left ovary which 
had been previously removed. 
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since the last operation. Her periods were 
irregular and there was sometimes a dark- 
chocolate colored discharge. 

The genera! physical examination showed 
nothing of importance except that the patient 
appeared poorly nourished. The vaginal 
.examination revealed a cervical erosion and 
scarring, the uterus was small but freely mov¬ 
able and rectocele and cystocele were present 
in moderate degree. 

An operation was again necessary. Perineor¬ 
rhaphy, complete hysterectomy and right sal- 
pingo-oophorectomy were performed. The 
right ovary was found to be cystic and there 
were adhesions between the omentum and the 
old incision and the pelvic viscera. These ad¬ 
hesions were freed, the raw surfaces peri- 
tonealized and the abdominal wound closed. 

Examination of the tissuef» removed showed 
cystic endocervicitis, atrophic sclerosis of the 
uterus, atrophic endometritis, fibrosclerosis and 
cystic degeneration of the ovary. 

This patient again entered the hospital on 
October 2, 1938, which was about 13 months 
after her last pelvic operation, this time she 
was again'suffering from definite symptom*^ 
of partial intestinal obstruction. 

She was again operated upon. The trans¬ 
verse colon was freed from the lower angle of 
the gall bladder incision and the pylorus was 
freed from its attachment to the under'surface 
of the liver. There were adliesions in the 
pelvis in the region of the ligaments and the 
vaginal stump. The left tube and ovary were 
removed at this time. A loop of the ileum was 
freed from the transverse colon with great 
difficulty. Sections from the tube and ovary 
were made. IMicroscopic examination of the 
ovary showed cortical sclerosis. The serosal 
surface was covered with multiple granulomas 
in which were found many foreign body type 
giant cells forming around numerous crystals 
that were identified as magnesium silicate. The 
tube showed chronic congestion and edema. 

This patient made an uneventful recovery 
and was discharged in about two weeks. 

The finding of granulomatous inflammation 
in the tissues removed and of the large num¬ 
bers of crystals of silicate indicates that this 
pathology was an important factor in the long 
postoperative history in this case. It does not, 
of course, seem to have any connection with 
the gall bladder disease or with the chronic 
pathological process present in the pelvic vis¬ 
cera. with the exception of the numerous ad¬ 
hesions that were present. 

C.\SE No. 5. Miss M. R., an adult female, 
aged 43 years, was first admitted to the hos¬ 
pital four vears ago for correction of retro¬ 
version and' for removal of a chronic infected 


appendix. At this time a Giliian-Barrett round 
ligament operation was performed and the 
appendix was removed. The tubes and ovaries 
and galL bladder region were explored and 
were negative. 

The examination of the appendix showed 
chronic inflammation with areas of scar tissue 
indicating previous inflammation; the mucosa 
showed erosion with undermining infection. 
The patient left the hospital after 10 days in 
good condition. 
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Fig. 7. Showing typical granulomatous nodule with 
giant Cell and magnesium silicate crystals from Case 5. 
Chronic adhesions were present along terminal ileum, 
sigmoid and over the surfaces of ovaries anil tubes. 
Low power magnification. 


About 16 months later this patient reentcreti 
the hospital, complaining of loss of weight, 
fatigue, aud pain in the tower abdftmina! re¬ 
gion and in the region of the gall bladder. 
diagnosis of cholecystitis was mack at tliis 
time and cholecystectomy was performed. 
Examination of the gall bladder showed some 
edema, scattered areas of round cell infiltration 
and chronic catarrhal changes in the muco.sa. 
The patient left the hospital two weeks later 
with some improvement in her general condi¬ 
tion. 

One year later this patient was again ad¬ 
mitted to the hospital with vague conrplainls of 
pain in the lower abdomen, discomfort and 
considerable nervousness. The general physical 
examination was practically negative. Her 
blood pressure was 146/80. She had always 
bad a tendency towards hyperthyroidism. It 
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lliL aclhtMoni* ucrL freed tlic jougli sui 
f'lces were covered bj turning \n the rtw areas 
and se\ eral small portions of inflammatorj tis 
sue were removed for microscopic evnmination 
The sections from these tissues showed i 
chronic productive and g^nnulomatous inflani 
matvon vwth vound ceU wvfiUraUon mono 
nuclears and phsm i cclN nnnj ^nnl tells 
were present around Li 3 Stils of magnesium 
silicate The ci 3 Stalb were also scattered dif 
fuseU throughout the tissues 


Ind Jnd some bad ache with nausea and vomit 
mg 

The patient had been operated on 10 >ears 
previously at which time some pelvic surgery 
was performed probably shortening of tlte 
ligaments and appendectoni) 

During the cvammatiDn in the hospital i 
gastrointestinal e'. imnntion w is performed 
and the impiession was tint the patient was 
suffering fioin pirtial obstruction of the bowel 
in the region of the sigmnid colon and terminal 



Tig 5 Left chiraticrisii granulorndtous iflaumat ry rcacli ii \ iJi gni t cells aroiicJ cr>3tab f 
magne u i sd cate fr i Case \i i ero s adhesioi s I tlwten ihc ero tl uriaee of tic nte Hues a» I par 
lial irtestinal ol iricti n lert j rcsei t Low power mag ifieaiion 

Fir 6 R Rht numerous n aRiKsi m s licate crjMals n gran ilumato is iis le fro ii i oditles present on I oi 
oftlcilcuT fr nCie-l Low i o ur magi ification 


1 hese findings indicate that tlie introduction 
of this powder during one of the previous 
operations had produced the gramilonialoiis 
mfiammalifii and resultn g scar tissue forma 
tion which appeared to be a causative factor 
III the production of the adhesions and partial 
inleslinai obstruction 

Follow mg this operition the patient has s 
far suffered no furtlicr icturn of the sjmptonis 


L vse \i) 4 The patient was an a lult vvlnte 
female aged ^2 vears siie was hrst seen m 
November 19^5 when she entered the hospital 
Cf mjihimng of pains m the gall bladder rcgmi 
and also m some of tlie j( ints and mnsiles She 


ileum \ diagnosis was ilso m tde of chrimc 
choice) sUtis 

The patient u is oj rated upon i right 
upper icctus incision Umg made and the gall 
bladder was removed 1 \j)loritnn of the 
1 nver abdomen disclosed main adhesions m the 
region cf the terminal ileum The omentum 
was found idhcrent t > the under surf tec of tlie 
Id Icwcr ahclonniul incision fliese adhc 
sions were freed is muth as possible the raw 
surfaces were peritoneilized and the abdominal 
wound was closed i he patient made an un 
eventful retoveri tiul was disthargtd im 
proved 

Six months later thia patient again entered 
the hospilal eompJaniing of severe dv mcnor 
rhea which had hteonie pri^rt w 
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call to the attention of the medical pro¬ 
fession the fact that serious lesions can 
be produced by indiscriminate or exces¬ 
sive use of these substances in abdominal 
or other surgery and by the use of rectal 
^and vaginal suppositories. A brief re¬ 
view of the literature on the subject is 
also presented. 


zu richten. dass ernstlicher Schaden 
dttrch die unrichtige Anwendung dieser 
Substanzen in abdominaler und anderer 
Cliirurgie, oder durch die Anwendung 
von rektalen oder vaginalen Supposito- 
rien eingerichtet werden kann. Ein kur- 
zer Literaturiiberblick iiber dieses Ge- 
biet wird ebenfalls geboten. 
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RESUME 

fiiflaiiiniafioii "rainiloiiiafciisc due a 
rirritatioii dc corps cfra/igcrs 
irritants 

Deux cas d'inflamination granuloma- 
teiise consecutive aux spores de poudre 
de lycopode et trois cas dus au.\ crysiaux 
de silicate de magnesium sont rappories. 
Ifemploi immodere on excessi\'e de ces 
substances en chirurgie abdominale on 
autre et leur eniploi comnie enrniiage de 
suppositoires vag'inaux ou rectmx ew 
a deconseiller. Ene revue breve de la 
literature du sujet accompagne !a com¬ 
munication. 


ZUSAMMENFASSUNG 
CJriv! 11 1 out cuts!! II dung ticn'orgcrufcn 
durch Frcuidkorpcrrciz 

Der X'eriasser verbft'entlichl 5 Falle 
von granuloinatoser Ivntziindung von 
deiien zwa-i (lurch Partikel von I.ikoiiodi- 
divi (lurch .Magne>ium 
Sihkat he-r\..r^vruiVn wurden. Er be- 
traduci c- tin- rai-aui die .kuiiuerksani- 
r.oi. <.i.-r V. led or ;!ui die 'l'at<ache 


SUMARIO 

Inflauiociou graiiuloiiiafosa producida 
por cuerpos cstroiios irritaiites 

Dos casos de inflamacion granuloma- 
tosa causada ])or esporos de polvos de 
licopodium y tres casos de inflamacion 
granulomatosa causada por cristales de 
silicato de magnesio son presentados 
aqui. Se llama la atencion nuei'amente a 
la profesion medica la verdad de que le- 
siones .serias pueden ser producidas por 
cl uso indescreminado 6 en exeso de 
e.stas substancias en cirugia abdominal 
6 otra clase de cirugia y por el uso de 
supositorios rectales 6 vaginales. Una 
resena breve de la literatura en la ma¬ 
teria es presentada. 


RIASSUNTO 

Infiainiuaziouc granulomatosa prodotta 
da irritasionc dai corpi strani 

Sono jiresentati due casi (rinfiamma- 
zione granulomatosa prodotta da spori 
di polvere di licopodio e tre casi d’infiam- 
mazione granulomatosa jirodotta da 
cristalli di silicato di magnesio. .Si e 
creduto utile chiamare aH’attenzione 
della professione medica il fatto che le¬ 
sion! pericolose possono essere prodotte 
con I'uso indiscreto o eccessivo di 
(luesle sostanze nella chirurgia addomi- 
nale o nella chirurgia di altre parti del 
C(>rp(). e coH’uso di .suppositorii rettali o 
vaginali. E anche presentato un piccolo 
ria.'-.Nuntf.i della Ictteratura su (}uestu sog- 
.Uetto. 



was thouglit that tlic sjniptoms were i)robabl> 
due to adhesions formed following the prt 
Mous operations 

All exploratorj incision was made and 
numerous small nodular areas were seen along 
the terminal ileiini and in the region of the 
sigmoid The left o\ary was c>stic and about 
the size of an orange Both tubes and both 
o\anes and se\eral of the nodular growths 
from tlie sero'^al surface of tlie ilenm and sig 
mold were remoied 

Sections from tliese nodules showed chrome 
granulomatous indamin.ilion w ith numerous 
giant cells present Most of these were seen 
de\eloping around and near cr>stals of a for¬ 
eign substance The crystals were irregular 
m shape, somewhat elongated, flattened and 
with sharp and irregular borders, some were 
adherent m groups The surrounding stroma 
was fibroblastic with round cell infiltration 
Sections from the o\ane5 showed aieis of 
granulomatous inflammation on the serosal s«r, 
faces Both tubes showed chronic inflammation 
with congestion of \essels and edema 
The pathologic dngnosis was multiple small 
nodular granulomas from the serosal surfaces 
of tlie ileum sigmoid and both o%anes, foreign 
body retctions around crjstals of magnesium 
silicate cjstic degeneration of the ovaries and 
chrome congestion and edema of the tubes 
The adliesions were freed and the abdominal 
wound dosed The patient was discharged 
from the hospital after three weeks 
Tlie patient was never fully relieved from 
symptoms following the last operation She 
liad continued abdominal distress and consti¬ 
pation but pam was not a prominent s)mptom 
The general physical examination m general 
was negative The blood pressure at this time 
was 170/86 

Elxaimnation of the abdomen showed no 
tenderness no masses no rigidity The synip 
toms were again thought to be <lue to lower 
abdominal adhesions 

The patient w as again operated upon the 
sigmoid showed chronic mflamniator) indura 
tion, but ver) feu adhesions were present 
The findings suggested diverticulitis and on 
iccount of the extensive involvement a rcsec 
tion of the sigmoul was performed and a 
cecosloniy made The cecostomj opening was 
closed after about three weeks 

Tile iximination of the sigmoid showed 
rither extensisc nv\oKement of the wall by 
graiiulonntous mflammatjon in which crystals 
of magnesium silicate were present Diverti 
tuhtis of the sigmoid was a complicating factor 
which probabl) added to the svmptoms and 
necessitated removal of this portion of the 
bowel The pilicnt was m the hospital this 
time five weeks being discharged \tigust 20, 


1939 Ihe tecostoni) was closed eight dajs 
prior to discharge 

COMMENT 

In view ot the fact that many cases 
of gi anulomatotis inflaniniation have 
been caused bj contamination of tis¬ 
sues by spores ot Ijcopodiuiu powder 
and cr 3 'stals of magiiesmni silicate oi 
talc. It seems that more attention should 
be paid to the use of these substances 
tn the practice of medicine and surgery 
It has been surprising m discussing this 
subject with many physicians that they 
did not seem to be au are of any danger 
follow mg their usage 

The rather eKteiisive use ot talcum 
powder on rubber gloves, tubing and 
rubber drams is not to be passed ovei 
too lightly It would seem a good pro 
cedure to be sure that these at tides, 
if used dry, are fi ee fi om excessive pow - 
der It seems also that the inside of nib- 
bei gloves should not contain free pow'- 
dei m the finger tips, as a tear m the 
glove during operative pioccduie might 
libeiate enough of the pow del to cause 
serious lesions to develop 

The dusting of powdei on law sur¬ 
faces should be eliminated as much as 
possible, and if used at all, the tissues 
should be observed foi tlie de\ elopmeiit 
of anj' granuloiiiatoiis lesion follow'ing 
Its use 

Rectal and \agmai suppositories that 
have been kept in pow dered talc or lyco¬ 
podium should be Ireed from this powder 
before insertion Following the use of 
these suppositories it might be well 
to keep m mind the possibility of non¬ 
healing granulomatous lesions develop¬ 
ing from the spores or crystals 

SLUM \ KY 

Two cases of granulomatous mflam- 
luation caused by spores of lycopodium 
powder and three cases of giaiiuloma- 
tous inflaniniation caused bj crystals of 
magnesium silicate are hcicwith pre¬ 
sented It IS thought ad\i m , 
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and the connective tissue around the 
colon are usuall}^ healtliAv 

The conclusions to be drawn by the 
surgeon from these observations are 
clear: Wherever possible, in situations 
in which the tumor is at a snfhcient dis¬ 
tance from the sphincters, these should 
be saved. 

LEVEL OF MALIGNANT PROCESS 

The question as to the level at which 
carcinoma of the rectum is situated is, 
therefore, of importance in this connec¬ 
tion. In 1922 I examined 655 tumors 
at the Hochenegg Clinic in Vienna for 
the purpose of ascertaining the loca¬ 
tion of these malignancies.^ The posi¬ 
tions of these were as follows: 192 (29.3 
per cent) were situated in the pars analis 
recti at a distance of about 4 cm., 292 
(44.8 per cent) at a distance of about 
5 to 10 cm., 99 (15.5 per cent) 11 to 14 
cm. high, allowing the bare possibility 
of reaching it with the finger, and 72 
( 10.8 per cent) were located over 14 cm. 
above-the sphincter. 

Based on this statistical study, we 
can therefore conclude that theoretically, 
at least, in more than 70 per cent of 
cases operated upon for carcinoma of the 
rectum, there exists a possibility of 
saving the sphincters. This, however, 
was done in fewer cases. In retrospect. 
I fail to find why attempts to save the 
sphincters b}' resection tvere not more 
often made. In 1922 I observed that 
among 461 operations for carcinoma of 
the rectum, in 227 the sphincters were 
saved. The mortality was 14.4 per cent. 

Perhaps because in Kiittner’s Clinic 
the same results were obtained in re¬ 
gard to mortality of resections as com¬ 
pared with amputations, it is probable 
that the cases ottering less technical dif¬ 
ficulties were resected and that in cases 
in which the carcinoma had already 
infiltrated and hence were adherent to 
the surri)unding tissues, amjiutations 
were done. At any rate, it may be stated 
that resection does not augment the 


operative mortality. 

RESULTS 

Finally, one more question arises: 
Does the saving of the sphincters influ¬ 
ence the lasting results adversely? 

_ The lasting results following opera¬ 
tions for carcinoma of the rectum from 
the Hochenegg Clinic, of which I re¬ 
ported over 1,000 cases in 1929, discloses 
that following amputations and extir¬ 
pations of the rectum, lasting results 
after three years reached a level of from 
25 to 31 per cent, while after resections 
the percentage ranged from 33 to 37. 

Similar results were obtained about 
the same time by Eichhoff (Kiittner 
Clinic) and Pribram (Payr Clinic). A 
total of 1,350 operations performed at 
the three mentioned clinics offered proof 
that saving of the sphincters does not, 
in general, lessen the lasting result, pro¬ 
vided, however, that the position of the 
carcinoma is sufficiently high. 

It should also be mentioned here that 
circular suture of the intestine yields 
only 20 per cent of primary continence. 
This result can be brought up to 50 per 
cent by proper technic. IMuch better re¬ 
sults in regard to continence can be ob¬ 
tained by the “pulling through” method 
of Hochenegg, which resulted in conti¬ 
nence in 60 per cent of the operated pa¬ 
tients who left the hospital. According 
to my recent experiences, by additional 
minor secondary procedures, the per¬ 
centage may be augmented to 65 per cent 
and even more. 

I believe that by stating the foregoing 
facts I have shown that there is no rea¬ 
son to fear attempts to retain continence 
because of operative mortality or lasting 
results. I wish now to discuss the 
technical problems with which the sur¬ 
geon is confronted. 

TECHNICAL PROBLEMS 

I shall point out the steps for retention 
of continence as I practice them. They 
are as follows: 



MAINTENANCE OF CONTINENCE IN OPERATIONS FOR 
CARCINOMA OF THE RECTUM 

FELiX MAXDL, M D , F I C S 

Head of the Surgical Depariincnt of th- Hadassah Unnersijv Hospital 
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P ATIEKTS ulio siinne nn opera¬ 
tion foi caicinonia of the lectum 
without recuireuce but who are 
net ertheless unable to enjo} life because 
of incontinence foi the leniainiJer of 
their lives caused me to aiialjzc the re¬ 
sults of the luamfold proceduies m 
vog-ue and to endeator to evohe some 
method foi aioidiiut this distiessmg sit 
nation 

Of course, ladica! operation is (o he 
considered as the mam ohiectue m all 
cases of malignance of the rectum M\ 
impiession is that frequeiith continence 
IS being sacrificed m cases in which it 
could ha\ e been spared 

First we must consider the c\tent of 
mvohemeiit of the lectuiu bj the ma 
hgnant process second, it is w ell to com¬ 
pare the mortality with the lasting re¬ 
sults ot the operation of .iiii|)utation ot 
the rectum in which the sphincter lecti 
was saied, and final!} one must he 
acquainted with the methods for safe 
guarding continence as a priinaii oi 
secoiidan procedure 

\\ itli 1 eference to the question ot 
choice between the dois.d approach or 
the combined opciation I hue pointed 
out repeatedh and admeated the doisal 
method which \iekls better results both 
as to the r.adicaliti of the opeiation as 
well as to Its lower mortalitc 

fntension or csrcinom \ or rcctcjm 

\\ mkler was able to show seceral 
sears ago that a rectal carcinoma situ- 
ited under the mucous memlji.inc es 
tends much higlier than wouk! appear 
maci oscopic illi 'such e\teiision ol the 
lumnr ni,i\ rcath ,i height ol cien S cm 


aboie the tumor It iiia} also penetrate 
all lacers of the intestinal wall, or the 
tumor ma) surround the tircumference 
of the intestine and e\tend into the pen- 
rectal tissues \\ inkier therefoi e con¬ 
cluded that under ■-uch conditions re¬ 
section of the intestine should extend on 
both ends as fai as possible into henitlu 
tissue The conclusion to operate 
ladicalK m the horironta! diicction as 
well was alieadi made in 1929 At that 
time I published a statistical studi of 
1,000 radical operations for carcinoma 
of the rectum,' m which I stressed the 
necessiti of i adical extii pation and pro¬ 
per technical piocedurcs In the same 
communication a stndv of the tissues 
was made and the final results recortlcd 
ot patients operated on 14 )ears ago 
It was levcaled tint among the lasting 
resnlis, not only the length of the re¬ 
moved intestinal segment was of decid¬ 
ing impoitance, but that such hap|)y re¬ 
sults could also possibh be attiibnted 
to tlie 1 emtn al of suflicient tissue at the 
hoi izoiUal Ici el of the neoplasm I made 
a plea at that time tor extension of the 
radical operation to include tb; hori¬ 
zontal diameter ot the tissues iinoUed ' 
Of further importance .ippear to me in 
this respect the painstaking p ithologico 
anatomic studies published b\ \\ esthues 
in 1930 He concludes as follows 

1 Cancerous coiinectne tissue and 
hmph node metastases are situated at 
the lei el of the carcinoma oi aboie it. 
practical!! exclusiveh, m the neighbor¬ 
hood ot the superior hemoirhoida! ar¬ 
tery 

2 llekni the c.ircmoiiia llie intestines 
and particularh the Kmph gland tissue 
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tension or the proximal part of tlie intestine is 
too short, the sphincteric portion of the bowel 
should be left behind, an anus sacralis being 
created in such instances at the end of the 
extirpated coccyx or sacrum (Fig. 1). 

(C) Secoiidarx “PttUimj Through Mdhod:' 
Experience teaches that at times prolapse of 
the rectum may develop at the site of the sacral 
anus (Fig. 2). Paradoxically, often such a 
prolapsus'’has been removed by operation, in¬ 
stead of utilizing it to get continence. Weil 
(1918) was the first to describe a method to 
turn over such a prolapse akin to a glo\’ed finger 
and to pull it through the remaining .sphinc¬ 
teric part of the rectum. This method may be 
called the “secondary pulling through method.” 



Fit,'. 3. A ".secondary pulling through" op¬ 
eration was done, as described in tlie tc.xt. 
The everted end of the prolapse is pulled 
through the sphincter muscles and retaificd 
in place by sutures. 

The prolapsed bowel is turnetl over as in an 
ordinary rectal prolapse operation of the Rehn- 
Delorme tvpe. Xaturally, not only the mucous 
membrane, but all intestinal hiver.s must be 
evened. The everted intestine is now wrapped 
in a moist jtiece of gauze and the second phase 
of the ojteration. consisting of tunnelling of the 
peripheral segment of the intestine, is per¬ 
formed as follows; 

If the first phase of the operation was per¬ 
formed a long time ago. the ]ieri]dieral part of 
the i'.Uesline is much stenosed or it may even 
he Kitally obliteraiial. Under such circum¬ 
stances a large circular iiiece from the upper 
e:;d of ti;c j eriph.cral mte-tmal segment has to 
he exci'cd. in -o doing, ilo not -jiare the tis¬ 
sue hut he liheral in the iii"ection . m order 


to avoid a secondary stenosis after the “pulling 
through,” the opening must be adequate. 

The third step of the operation consists of 
denudation of the sphincteric part of the anus 
from mucous membrane, in order to create raw 
surfaces which will unite. Exact hemostasis 
is essential. After the tunnelling is completed, 
the “pulling through” stej) is performed (see 
fig. 3). 

(D) Poruiation of Rectal Prolapse. In 1925 
I pointed out that while performing the radical 
operation and afterwards, prolapse formation 
of the sacral anus can be produced artificially.'* 
Certain existing factors lend themselves appre¬ 
ciably to the formation of such rectal prolapse. 
These are: insufficiency of the soft and bony 
structures of the pelvic floor; low position of 
the pouch of Douglas; insufficiency of the sus¬ 
pensory apparatus of the rectum; and finally, 
deliberately augmented action of the abdominal 
wall. 

The first three conditions enumerated may 
be present at the primary operation for the 
rectal carcinoma, or they may be,deliberately 
created. The coccyx or a portion of the sacrum 
is removed and the tissues composing the soft 
Hoor of the pelvis of the perineum are thus de¬ 
signedly weakened in its fulcrums by the o]3CTa- 
tion. The soft tissues of the suspensory appa¬ 
ratus of the rectum are also injured by the 
mobilization of the intestine. Finally, after the 
pouch of Douglas is opened and after the in¬ 
testine is properly mobilized, the suturing of 
the peritoneum of the fold of Douglas and the 
prolajised. mobilized part of the intestine may 
be performed as deep as desirable. 

'rims the three predisposing factors for the 
formation of a rectal prolapse’are purposely 
created during the operation. As to the in¬ 
creased abdominal pressure, I acivise my pa¬ 
tients, if I desire to create an artificial pro¬ 
lapsus, to contract the abdominal muscles for 
considerable jjeriods several times a day in a 
manner as if straining at stool, thus com¬ 
pressing the bowels. .\lso, by means of sondage 
of the sacral anus with bougies and by the use 
of a suction ajjparatus rei)eatedly, the early 
formation of a bowel prolap-se can be en¬ 
hanced. 

In the case cited by me as an example else¬ 
where* the j)rolapsed bowel made its appear¬ 
ance one month following the radical operation. 
Two months after the oi)eration the prolapse 
measured 10 cm. in length, while three months 
after the o[)eration it attained 15 cm. in length. 

When the prolapse has attained the desired 
length, it i.s turned over like the finger of a 
glove, the ])roximal ]K)rtiun of the peripheral 
jjortion of the intestine which often is steiKjsed 
..r obliterateri by the healing process is opened 
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throu^'l' method Ccue htis to be tciken 
that the pulled through part of the in¬ 
testine retains good nutrition. This 
applies particularly to the 
drawing through method.^’ Avoidance 
of tension in the area of the drawn 
through intestine is a condition sine qua 
non. Here, as well as in tlie secondary 
end-to-end suture procedures, in which, 
as is lcno\vn, at first only anterior super¬ 
ficial sutures are placed, a secondary 
operation being performed later, one has 
to expect the development of fistulas, 
which often try the patience of the sur- 
o-eon and patient alike. Frequent changes 
of dressings, which must be carried out 
with meticulous care, are essential. 
Troublesome fistulization can easily be 
overcome by [iroper treatment. The fact 
that the mucous mem!)rane of the rec¬ 
tum possesses a great tendency towards 
regeneration and grows together again 
and again, even in unexpected situa¬ 
tions, is of great aid in this connection. 
The tendency of the mucous membrane 
of the rectum might he compared with 
that of the urethra after prostatectomy 
and with the regenerative powers dis- 
plaved by the mucous membrane of the 
I)i!e ])assages following intricate opera¬ 
tions. 

W'liere a tendency tor stenosis i> mani¬ 
fest, meticulous examination and obser¬ 
vation are necessary. To overconie such 
leutlencies it is best not to resort t<t 
d.angerous Iiougies or lamination hut not 
to close the temporary ^tom.i in the colon 
before normal condition- exist in the 
sphincter area. 

In recent year- 1 li.e, e le-.irted to 
packing tue r.'i'.'. -nrt.ni- with oiled 
gau.ie 'c. incii re-nlteti m nndi-tnrbed 
!;ealing._ V. 1 u-i d .,j|_ 

! ;.;e^ re-n.;- t, leueh better 

: ’’'c-'. a;, , (•.iitaining 

o i -oer n:.;- P;, , 

■■ . ".. ^'om. meed 
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age ot the sticra! cavit\’. It .serves ex¬ 
cellently for drainage and in supporting 
the^ ititestinc and even the sphincter it¬ 
self. Such strips protect the intestine 
against dr 3 ’ness, and if loosely inserted, 
act as an efficient antiseptic, because of 
the noteworthy vitamin A and D con¬ 
tent. 

Simple gauze strips or a wick may be 
used. I pour cod liver oil into these large 
wound cavities and cfuite often rapid 
healing icsults, even of large cavities 
caused In' dehiscence of sutures in this 


CONCLUSION 

Tn conclusion, T should like to point 
out: rhe development of operative pro¬ 
cedures for carcinoma of the rectum 
dates ^back to 1739 when Faget on 
June /th of that year operated first for 
rectal cancer. 'Phe first operation ivith 
opening of the peritoneal cavity was 
done on February 13. 1826, bv Lisfranc. 
who.se method was later improved by 
\ elpeau. Dennonvilliers and ATrncuii. 

great step forward was accomplished 
In- Kraskc m re.secting the .sacrum; this 
n<is modified bv Ilochencgg. Prelimi¬ 
nary colastomy was intri.duced bv 
l.erard, rhoalier .and Schede. Combined 
operations were aflvocated in 1877 bv 
\olkm.ann. The first successful coni'- 
bmed operation was d„ne bv feannel in 
l-SP. lie saved at that lime the sphinc¬ 
ter. burtber contributions to the further 
development of this tyne of surgerv were 
made bv Ouenu. Caudier. Chalot,'Hart¬ 
mann. .Mamsell. 'rrendelenburg. Kraske, 
-Mayo. In recent times the advances in 
technic Were develoned bv Miles, Part- 
lelt. .Schmieden. Kirschner, Lockhart- 
-Mummerv, Rankin, Jone.s and others. 

Fiectrosurgical technics were elabo¬ 
rated on by myself. Keysser and d'horek. 
Aevertheless. despite all these note¬ 
worthy advances, a certain impasse has 
n..v. been reached akin to the results ob- 
t.oiie.i loiiMuing operation for carci- 
Ii'-m.i ,,I .b,- -loniach or breast. W'hat 
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b} a circular, rather wide excision of the scar 
tissue and the prolapsed intestine is pulled 
through the sphvucter m the same manner as 
described abose This is followed b) fhysical 
therapy in the form of sphincter muscle exer¬ 
cises and e^ entually electric trealmeiiis ni order 
to hasten the resumption of sphinctenc control 
It should be noted parentheticalK that the 
formation of a prolapse from the sacral aims 
should be encouraged e\en when it was inipos 
sible to jireserse the sphincter muscle because 
such an e\erted probfae can later be used in 
certain instances for the creation of an anus 
gluteahs w hicii permits coutuience w Inle the pa 
tient is standing and contracting the gluteal 
musculature 



man) cases excessive stretcliing of the intestine 
ma) be avoided and thus excessive pull on the 
mtesUne endangering the nourishment of the 
bowel frustrated (Figs 4 and 5) 

The “elevation of the perineum' can be re¬ 
sorted to m the primar) “pulling through ' 
method as well as m the secondary drawing 
method which Ins been described 

Ihe “elevation of the perineum is accom 
phshed bj means of sutures, which engage 
to the riglit and left of the sphincter perineal 
tissue layers and connect them with the soft 
structures which are situated on both sides of 
the resected portiou of the sacrum \lso, an 
attempt may be made to unite tlie soft tissues to 
the pcnosieiim of tlie remaining sacral stump 



fig 4 Since marked rttraction of the everted prolapse resulted btcaose of gn’il ttnsion the permeum 
was elevated The arrow points to the direction of the suture line fclevation of the Permeum ' 

Fig 5 Bv reason of tlie elevation of perineum the tension on the intestine is eliminated the howcl again 
ipjears folded and thus able to heal to the sphinctenc segment without risktnfe, thv danger of gangrene 


{t,) Llcjotioji of Pr/ifu iii/i rmallj.in 193^ 
I suggested a procedure by means of which tlie 
primary and secoiidarv pulling through pro 
cedures were much facilitated This procedure 
I designated as ela atton of the penueum 
Ihe principles iiivoKed here are simple The 
idea ii> based on the fact tli it if the mobihzition 
of the intestine toward the sphincter vs not 
successful it iiiav be possible to move the 
soft structures of the pelvic door upward 
tow ard tlie proximal portion of the intestine 
Bv so doing a dij>tance of about "v cm nn\ be 
gamed \fter resection of the coccyx or 
sacrum and after incising the sacroilnc hga- 
nients and opening the tnldcsac of Dougl is and 
mobilization of the rectum and finally, after 
dorsal division of all soft tissues the pelvic 
door becomes i movable soft segment, which 
tan be disphctd up or down as desired In 


by means of these suspension sutures The pro 
ceduTc consists of suturing of a longitudinal 
wound trausverscK as is practiced in pyloro 
plasty The elevation of the perineum bhouhl 
be kept up from one to two ueek^ until the 
danger from tension of the mohihzeii nuestine 
has pissed 

GCNCRAL Rt\fARKS 
All operations for carcmoina ot the 
rectum which aim xit complete removal 
of the aftected setjmeiit of how el with 
sacrifice ot the sphincters are teclini- 
call\ rathcM simple in experienced hands, 
It IS conceded, and the after treatment 
IS much simpler than ni the meiiiods un¬ 
der discussion thivc'^mlhni^ 



APPENDICULAR PYLEPHLEBITIS 
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T he problem of p 3 'Jephlebitis as a 
complication of appendicitis is 
fortunately encountered infre¬ 
quently in recent times. Increased 
accuracy in diagnosis, particularly of 
early diagnosis, therefore early opera¬ 
tion been mainly responsible for 
this infrequency. Early operation before 
infection hag had a chance to invade the 
tissues immediately adjacent to the ap¬ 
pendix itself is more or less the rule in 
present day practice. The marked im¬ 
provement in operative technique has 
also been a factor in reducing the inci¬ 
dence of ])ylephlebitis as a postoperative 
complication. Vet, in spite of these fa¬ 
vorable factors, cases are still met with 
wherein, because of geographical dis¬ 
tance and other environmental factors, 
too lengthy an interval has elapsed from 
the time of on.set of initial pain to opera¬ 
tion. Often a patient with lowered in¬ 
telligence, coupled with a low pain 
threshold, waits to see if the pain will 
not subside without calling medical aid, 
and valuable time is thereby lost. Then 
again there is error on the part of the 
physician himself, who compromises 
with his iudgment and allows too long 
an interval of ex[)ectant therapy: ojjer- 
ation is hopelessly postiinned and the {>a- 
tient is thereby unjustly exposed to 
great danger. 

FI.'iST DKStKlPTIO.XS 
OF FVI.FI'HI.FIUTIS 

Ic is indeed invtrucii\e to read Fitz's 
original tle'Cripiion of inflammation of 
the vermiform .ijiiiendix ])uhli'’hed in 
( Ictol.cr. ISSo. In llii> .-irticle he relate^ 
the ireniendoU" eont r>o. er'«\ which 
e-xisted .at that time a> to whetlier tlie in- 
fectio;! pre'eni ua- n.it oiu- in\ol\ino 


the cecum alone, the appendix being en¬ 
tirely free of inflammation, or vice versa. 

Fitz was a pathologist and supposedly 
not a clinician, yet he was often enticed 
onto the surgical wards and his opinion 
and advice sought, particularly in cases 
in which the pathology was located in 
the right lower quadrant of the abdo¬ 
men. In that early day, he made the 
diagnosis of pylephlebitis complicating 
appendicitis many times and proved his 
diagnosis correct at autopsy, which was 
an all too frequent occurrence in those 
davs. His description was as follows: 

“The occurrence of disease of parts remote 
from the region of appendicular inflammation 
must be alluded to. such as abscesses of the 
liver from pylephlebitis or portal embolism in 
consequence of a mesenteric thrombo-plilebitis 
near the appendix. The affection of the liver 
and portal vein may be the result of a direct 
continuance of the phlebitis or may follow 
putrid embolism from a thrombus in the im¬ 
mediate vicinity of tlie appendi.x.’’ 

ft is of passing interest that in this 
first description of appendicitis, Fitz' 
issued a warning against the use of 
laxatives: 

".\ cathartic or a laxative may be demanded 
by the patient or his friends and an enema 
be thought desirable as a riiagnostic aid. It is 
to be remembered that these may be the means 
of at once exciting a general peritonitis.’’ 

Twenty years later, Gerster" called 
attention to pylephlebitis complicating 
appendicitis and made the following 
statements: 

"it 'ceiiib clear that, a^ regard.^ purulent 
pylephlebitis caused by appendicitis, an early 
diagim-i' nf tlie primary trotiliie anri proinjit 
■ .pcrattxM offer llie only reliable -afeguards. 
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the futuie holds m stole is cliflicult to 
chvmc 

Finall)', if the siiigeon mil lecall that 
a person with an incontinent sphinctei 
IS often unfitted foi work and on occa¬ 
sion IS socialli ostracized and sufteis 
fiom a tram ot ps 3 'choncui otic manifes¬ 
tations incident to the cMstence of tins 
condition, he mil bend eieiy effort to 
retain, if at all possible, sphmeteue con¬ 
trol It IS to that end that this article 
was wntten 

SUMlfARY 

The history, evolution and statistical 
data of operations for caicmoina of the 
bon el M ith retention of the sphincters are 
discussed A iiumbei of technical details 
and the author's oiigiiial contiihutions 
as well as modifications of time hoiioied 
piocedmes aie descubed and evaluated 
The 1 able of cod In ei oil dressings is 
pointed out and a plea foi retention of 
sphinctei 1C function, when possible, is 
stressed 
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1 Mandi Felix Deutsche Ztschr { Chir 219 1929 

2 Idem The extended sacral operation for car 
cinoina of the rectum ZciUnlW 1 CHsr 2 1932 

3 Idem Deutsche Ztschr f Chir 168 1922 

4 Idem \fch f khn Chir 136 1925 

5 Idem Zcntralhl f Chir 30 193a 


R£SUM£ 

1 c inaiiiticii du contiolc apii r 
oj’ciatwns potii Ic canca 
dll icctiiin 

I/anteui disente 1 histone I’eiohition 
et les donnees statistuiues des opcia 
tions pour le cancel du lectum avec ic 
tcntion des sphincier'> II .nance dcs 
details de tcclim<iue it aussi ses propres 
contributions a lainnccment du siiiet 
II deent et ci.iluc ciitames modifica¬ 
tions appoitccs .uix procedcs cIassi(|Hcs 
II piccomsc lis pnnsemciits a 1 luiile dc 
fine lit moua cl i tioninnndc* la rctcii 
tion lies spliiiiilci s 


ZUSAMMENFASSUNG 

Eihaltiiiig del Kontineiis bet • 

Opeiatwiicii fill Rcktiinilai::inom 

Die Gesdiichte, Entw icklung und Sta- 
tistik der Daiinkaizmome Opeiationen, 
bei denen dei Sphmktei eihaltcn hleibt 
wciilcn eroitert Erne grosse Anzahl 
son old technischer Einzcilheiten und 
des Veiftissers Beitrage als auch die 
Alodifikationen der aiten Piozcduren 
werden beschiiebeii nnd gegeiieinaniler 
abgeueckt Der Veifasscr Icgt beson- 
deren Nachdrnck auf den \’i^ert der 
Leberti onverbande nnd betoiit die Wich- 
tigkeit del Erhaltung der Sphinkter 
funktion, u eim ii geiid i\ le moglich 

SUMARIO 

Maiiteinniiciifo de lu intitnuiicui i« Uu 
opciacioiics poi ctiiciiwiiia del icctiiiii 

La liistoi la, c\ olncioii y datos cstadis- 
ticos de opeiaciones poi cni cinoma de los 
mtestmos con i ctuicion del csfmtci son 
discutidos Un inimeio de detalles tec- 
mcos y la comrihncion oi igina! de! autoi 
tanto conio las modificaciones de los 
ticmiios son descritos j evahiados El 
valoi del tratamiento local con cl .iceite 
de liigado de bacalao es inccionado y la 
letencioii de la funcion del esfiiiler es 
atoiisejada 

RIASStINTO 

// inaiiteiiinunfo diUa contuienea in 
opeiasioiii pci caiicio del ictla 

La stoi la 1 c% oluzione cd i ilati statis¬ 
tic! siille opeiaziom per cancro dell retto, 
con ictcnzione delk stmteri sono dis 
cusse Parecchi dcttagli Iccnici e le con 
tnbuzioni origiiiali dell autore c<! anchc 
iiiodificaziom ih antichi proctdimniti 
sono descritti c lalutati fl \alore di 
iiiedicaiiienti tntti di oho ih fegato ih 
iiierluzzo i. hen not.Uo e 1 .lutore imlil.i 
III faioic della rctciizionc della fiinzione 
bfiiUerica iiiiaiido c possihi ■ 
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particularly if severe peritoneal exten¬ 
sion occurred and travelled by way of 
the lymphatics ^of the portal system and 
those of the retrocolic region, then the 
infection could easily be carried intra- 
hepatically, and abscess formation, 
probably with multiple abscesses, would 
result. 

It is only when the infection can and 
does invade the portal system that true 
pylephlebitis and true intrahepatic 
abscess can develop. 

In this respect it is perhaps as well to 
reiterate that in every case all three 
avenues of possible causation are in¬ 
volved to some degree. 

As evidence against the teaching that 
thrombosis of the veins is not a part of 
this entity, the fact is advanced that 
pathological studies of the meso-appen- 
di.x, small vessels, and the tissue in the 
immediate vicinity invariably reveal no 
involvement of the vessels at the time 
of operation. The picture present at the 
time of operation may have no relation¬ 
ship whatever to that present when 
pylephlebitis occurs. 

INDIC.\TIONS FOR TRE.VT.MENT 

Most often at operation there is abso¬ 
lutely no evidence, especially gross evi¬ 
dence, that such a process is present. 
Nowadays it occurs later, as a post- 
operative complication. Because of this 
it is possible to institute at the time of 
operation, in the suspiciously potential 
case, preventive measures which may be 
responsible for saving an occasional life. 
We probably shall never have a method 
of detecting whether recovery could be 
attributed to such a procedure or not. 
In cases in which there is gross cellular 
change involving a large peri-appendical 
area, with severe constitutional reaction 
on the part of the patient, particularly 
if there have been chills, a prophylactic 
ligation of the ileocolic vein in an area 
free from infection has been recom¬ 
mended by many authors. This pro¬ 
cedure ha^ been advocated in those cases 


in which there is much congestion and 
engorgement: c.xtensive. inHammatory 
edema: cellular inliltration of the retro¬ 
cecal structures: or a dirty-looking, 
greenish and reddened appendix with 
gangrene or abscess formation, on the 
assumption that such a case is poten¬ 
tially dangerous and suspiciously pre¬ 
disposed to pylephlebitis. 

_ Inasmuch as the prognosis is defi¬ 
nitely bad if pylephlebitis does occur, 
any step or technical procedure taken 
in advance in a laudable effort to pre¬ 
vent a catastroph}' is justified. Every 
case of acute appendicitis should be con¬ 
sidered a potential case of pylephlebitis, 
if it is ushered in with chills and if it pre¬ 
sents the intraabdominal picture de¬ 
scribed above. The preventive procedure 
of ileocolic ligation should then be con¬ 
sidered. 

The clinical picture ])resented in these 
cases is invariably the same and usually 
takes place in the following manner. 

In postoperative pylephlebitis, 48 or 
72 hours following appendectomy, or 
even later, there occurs a chill or chills 
with a rapid rise in temperature to about 
104°. The tem])erature then takes on 
the t^'pical septic curve, down in the 
morning, up in the afternoon, with or 
without the recurrence of chills. The 
patient begins to present definite evi¬ 
dence of septic infection in his face and 
skin and bv pulse elevation and respira¬ 
tory increase, although the abdomen, 
particularly the right lower quadrant, 
may be soft and entirely free of spasm 
or rigidity of the musculature. Never¬ 
theless, the patient has definitely the 
appearance of serious illness. 

If the process is to extend along the 
portal system and involve the liver, 
there will appear a gradually increasing 
jaundice, with some tenderness and 
soreness over the liver area. 

An enlarged palpable liver may or 
may not be present, depending entirely 
upon the size and location of the abscess 
formation in the liver. 
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j lie oLctuRiite of a chill ii of the gri\ci.t 
importance and should be considered to con 
stjtute a more urfrent indication to operate 
than eten the si^ns of local peritonitis Where 
much necrosis is found it nould be lery de 
sirable to expose and ciacuate thrombosed 
reins 

‘The eradiation of septic thrombi from the 
jugular r cm in nnstoid disease has yielded such 
excellent results that the application of th'* 
principle to the portal rein would be natural 
and logical 

This lattei t econiiiierKled piacerhire 
Ins been tried but discaided br many 
surg'eoiis for reasons which \\iH be ex- 
phiiied later in this paper 

P) lephlehitis is the teini used to indi¬ 
cate thronihophlelntis of the pot tal vein 
01 pot tal system It is most commonh 
associated with acute appendicitis and 
IS frequently the postoperatir e coniphca- 
tion of acute appendicitis Unfortunate¬ 
ly, over a period of years there has ai isen 
a tendency to speak of pylephlebitis and 
liver abscess synonvniotisJy, which is 
erroneous Tt does not necessarily fol¬ 
low that if pylephlebitis is present, a hvei 
abscess wnll result 

r noi out 

There has been considerable difter- 
ence of opinion anions' pathologists as 
to exactU what tissue chans’es take place 
in this entitr, but there has been an eren 
greater conflict of opinion as to exactly 
how the) take place 

This diffeience of opinion mar occur 
because of an orerzealous desire to 
catalog the dise.asc into one card indexed 
description when it is obMous that such 
a classification is |)racticalh impossible 
This IS more ob\lous when it is realized 
that such a t\]Je of infection will not 
follow ,an\ definite inlc oi path hut will 
lie moie oi less dependent upon clnnce 
or accomiiiotlation to whatexer factors 
max be present localix xxhich lorm a 
path ot least resistance 

\ fexx facts ire known ralliei defi- 
nitelx and c.in lie set down as cate- 
goncalh tine 


The fit St ot these is ih.tl appendieiilai 
pylephlebitis may be an .iccompaniment 
ot a )x)stoperative complication of sup- 
put atix e a))peiidicitis Secondly, delay m 
operation is a pi edisposing factoi to its 
occuirence Thiidlv, the case in xvhich 
chills have occui red and in xx Inch at 
opciation an angry extensive inflanima- 
tor) piocess is found should he xicwcd 
with giave suspicion as a potential 
pvlephlehifis Fourtlih, following ap 
pendectoni), chills, fex ci, abdominal ten¬ 
derness and distension oeciiri ing at anj 
time from the Wond postopeiatix'e day 
OH should hung immediately to niind 
the possibility of this comphcation 
The conflict ol opinion as to the meth¬ 
od of production of px lephlehitis ccntei s 
about whether the piocess dexelops by 
diicct extension fiom the original sup 
purative area, the appendix, oi hv way 
of the hmphatics, or whether it is due 
to till omhosis or throiiiohphlchitis of the 
xessels of the nieso-appendix w ith subse 
quent loosening ot the clot a single 
embolus or imiltiple eiiilioli hemg sent 
along the cecal branches ot the right 
colic lent ,ind thence to tlu poit.al xein 
\iiother opinion is that pylephlebitis 
OCCUI s as the result ot a gi adual exten¬ 
sion of the suppiiratixe piocess thioiigli 
the loose retrocecal .areolar tissue iip- 
xx’.ard toward the hx'er 

It is reasonable to siipjiose that not 
one but all of these processes take place 
to some extent m these cases The mat 
ter of retrocecal infection .and cellular 
extension upward leceixes pel haps iimic 
prominence th.in it should \lthough it 
is pci Imps picsent in some of these cases 
this nnatonncai situition in itsell serves 
to bring the process into closer approxi 
inatioii to the small xessels xxhicli ,ire 
more minierotis in the retrocecal .irca. 
therebx tliex are more casilx and more 
quicklx inxMded Onect cellular extcii 
Sion ot ,a suppuiatixe piocess m this re 
gion IS nioie prone to lesiilt in a sub- 
dmphr.agmatic oi siibliepatic alisccss 
If sueli a process became exleiisixe, 
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The proposal of Braun^ to ligate the 
ileocolic vein is not only a rational but 
a feasible one. He proposed it first as a 
therapeutic measure after the complica¬ 
tion had occurred. In selected cases, the 
same procedure can be used as a prophy- 





ppendix, then a slight additional 
mount of time taken out to include a 
irophylactic measure may possibly 
void "a highly undesirable surgical in- 
erveiition later, when the odds involved 
tre heavily adverse. 
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liciicfii Such a problem is entirely an individual 
m.-.y be one, subject to the stirt^eon’s observa¬ 
tion oi Conditions present, his experi¬ 
ence, iii-; intuition or his susceptildlity to 
iumch. which will frequently <^overn 
hi- action. 

TcnipcroAnrc mid lAdsc. Chills 
' ’.w-'e- unrinq the cunvale-cence ironi a])])en- 
.nr., v.ith a rajiid rise in leinper- 
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ligation. It IS well to bear in mind tbe pose and intent of the procedure. Pre- 
possible anomalies of the ileocolic vein tentite ligation is of mfinitclv more 
and its blanches Thiee main arrange- value than any procedure instituted, 
ments of the vein are most commonly once the suppurative jirocess gams the 
encountered and can lie more easily ascendancy 



I 


visualized hv the illustrations (Figs 2. 

3. 4) 

it is obi lolls that all mam diiisions 
ot the leiii imisl be ligated m order that 
the proeeiUire ma\ beeltecliie Lig.ition 
of onK one mam branch iihcli tiio or 
ihree uere present Mould millifi the piir- 


3 


The leiii or its mam diiisions should 
be ligated n ell aboi e any clot which may 
alreaeh be present ii ithin 

The criticism h.as been made that such 
a piocediire entails the exposing of a 
raw surface in the immediate viciniti 
of a septic piocess. hut n is believed that 



sppc'iDiLUL iR Pi irriiirniTi^; 


atiiie nntl i siiljscquuit picket fuicc 
cune accoiiipanKfl b} lii^h afternoon 
uses most often sinjinh a spitadinsf ol 
the infectious process from the apjicnclix 
aiea into the nearb) \ eiiotis ciiculatioa 
There then exists the possibility of sub 
sidence of the process n ith a lew da) s ot 
chills, fe\er, sweatmq; and constitutional 
intoxication, followed b) a giadinl dail) 
lowering of the temperature and le- 
covery In the cases of gi eater seventy 
and increasing in\oKement, the picture 
IS that t 3 picil of a gradualh intensifi 
mg, infectious process with mteiienmg 
death of the patient An alteinatne is 
the £o! illation of In cr abscess This iiia) 
be solitan or multiple, depending cn 
tirel) upon the mechanical factors m 
1 olved 

B Lcittaciiosii \ peisistcnt high 
leucocjte count throughout the couise 
of the process is the lule 
C Patii This IS not a constant oi 
Clen a common simptoni The usual 
amount of pain and tenderness expected 
in the right lower quadiant of the ab 
domen following apiiendectoiin is not 
appreciably increased 
D Distension As the process ex 
tends increasing difhcult), with ab 
dommal distension ami ileus is fre 
qucntl) encountei ed 

F Peispiiatuiii Dieiiching perspira 
tion such as IS encountered in am severe 
l))eniic condition is noted 

P let a n f \\ hen jaundice does occur. 
It indicates that the process has passed 
from the venous structures ol the ilco 
colic vein into the liver and that abscess 
formation has alreadv occurred oi is 
about to take place 

CONCl LSION 

Ligation of the jiortal vein itseli has 
been proposed hi i tew w riters, notable 
Colp ’ but It has been discarded on the 
basis that it proved ot little i.alue 
Surgical mtcrieiition aftei the com 
plication has occurred is ot lessened 
\able Tvmg of the ileotolic iem and of 


Its mam hiaiielies m the legion ol the 
ileocohi ingle in those eases wherein it 
IS beheicd th it the eonditioiis piescnl 
aie (hose euiuhieue to pv lephlehitis ma\ 
sei 1 e as a procedm e of i alue Oiilv time 
and inci eased ti la! w ill pi o\ e its efhcaci 

Tempoiarih ligation ot the ileocolic 
vein serves to east the surgical con 
science and there is a satisfaction m 
liai mg used foresight i ather than hind¬ 
sight m that ease in winch the conipli- 
eation mav occur, desjiite the use of this 
measuie 

It 15 indeed tortuiiate that these e ises 
occur onl) lareh clue to medical ediica 
tion and medical tonscioiisiiess on the 
part of the public earlier and more 
accinate diagnosis on the part of the 
plysicnn eailiti operation and a more 
precise technic on the pirt of the sur¬ 
geon, but despite all ot this m the 
course ot surgical practice there will 
occm a case m which the piocedure de 
scribed lieiein is indicated and should 
he used 

SL'MVtVRV 

Pv lephlehitis, the term used to indi 
eite tlnomboplilebitis of the portal vein 
Ol poitals)sttm is most coiimionh nsso 
ciattd with acute appendicitis and is tre 
quentiv a jiostoperativ e complication A 
chill occurs 4S or 72 hours following 
appendectoiii) w ith rajnd i ise m tern 
peratuie to about 104° The teiiipern 
ture then takes on the t) pieal septic 
cune Ligation ot llie ileocolic vein is 
useful if earned out preoperatn eh It 
15 rceommeiided as a prophvlactic in 
cases m w Inch there is nmch congestion 
and engoigeiiieiit, extensive edema or 
cellular infiltration of the retrocecal 
structures or m which the appendix 
IS gieenisli and reddened, with gangrene 
or abscess tormation 

Kn-LKt-XeLS 

) Fhz R H I'crforatmjs 
Atmiiforni appendix with iptcnl 
earJ> dnt,nosj> m\ trvatment \!n ’ 
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INTRODUCTION 

ECENT contributions to the thera¬ 
py of intestinal obstruction make 
it timely to consider certain 
aspects of the problem which face the 
surgeon in the diagnosis and treatment 
of this disease entity. 

The introduction by Wangensteen of 
a method for continuous duodenal suc- 


complex and the treatment of intestinal 
obstruction. 

INCIDENCE AND CL.\SSIFICATION 

For practical clinical purposes the 
simplest classification of intestinal ob¬ 
struction is the most useful. We have 
divided our cases into two categories: 
(1) mechanical obstructions, and (2) 



CH--\RT 1 


INCIDENCE OF C.\SES IN OUR SERIES COMPARED WITH TH.\T OF McIVER 


StrajisuUjcd external hernia. 

.Adhesive obstruction . 

Neoplasm. 

Paralstic ileus . 

Volvulus . 

Internal hcntia .... 

Gall stone and foreign ix^dies. 

Intussusception... 

Pojtoierative eventration. 

Mesenteric thrombosis . 

L> ’.nph.ogranulc ma . 

Ileitis ... 

Congenital ancmah.es. 

^.Itickel s divertiwultuii .. 

Cciu;c uT'.kr.o'.vTJ. 

totals .. 


Oiir 

Series 

Mclrer’s 

Series 

Cases 

Per Cent 

Cases 

Per Cent 

31 

29.8 

147 

44.0 

2S 

26.9 

103 

30.0 

15 

14.4 

32 

10.0 

12 

11.5 



4 

3.8 

i3 

4.6 


2.9 

3 

0.9 

.t 

2.9 

7 

2.0 

■7 

i;9 

17 

5.0 

7 

1.9 



i 

l.O 

<; 

3.0 

1 

1.0 



1 

1.0 

9 

O.b 



9 

0.0 

i 

1.0 



104 

ICO. 

335 

ICO. 


tion and the development I'l tile .Miiler- 
double lumen tube have altered 
manv of our lirevioU' conceptof ireat- 
nieiit. Tile pre'cnt 'tud\ i- .an atudysis 
oi 104 case.' "f acute inte'im.al oloiruc- 
lli’.i ircatcu at tile llo'jiUal for Joint 
I'lL'ea'cs. Ncv. \ ork. if.m January. 
p-L"*. -o Ja'.iuar;.. I'vks, ;.,i attempt 
C' rre'.ate the patp.'i!'.o\ aini pa¬ 
th !■ Lv'; •!' cv V. uh the 'vnuitoni 


paralytic or adynamic obstructions. The 
former group is further subdivided in¬ 
to two classes: (a) simple obstruction 
in which the lumen of the bowel is ob¬ 
structed without impairment of the 
blood supply, and (b) strangulating 
obstruction in which the blood .su])ply 
is interfered with but the continuity of 
the bowel is not altered, as in mesen¬ 
teric thrombosis. In most of the cases 
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tura allora assume la curva tipicamente e divoramento. edema estensivo, o in- 
settica. La legatura della vena ileoco- filtarzione cellulare delle strutture re- 
Hca e utile se e compiuta preoperativa- trocecale. o in cui I'appendice e verdastr.i 
mente. Si raccomauda come un profjla- e rossiccia, con gangrena o formazionc 
tico nei casi in cui c’e molta congestione d’un ascesso. 
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of Strangulating obstruction, however, 
both blood supply and intestinal lumen 
are blocked. We feel that this simple 
classification is sufficient, inasmuch as 
it forms the basis for treatment. 

The incidence of the various etio¬ 
logical agents causing obstruction in 


structjon secondary to adhesive bands 
were more common in the females. This 
is undoubtedly due to the occurrence of 
pelvic inflammatory disease in the fe¬ 
male. All age groups were found in 
this scries, and, except for the occur¬ 
rence of obstruction following carcinoma 


CHART 2 



CLASSIFICATION OF STRANGULATED 

HERNIAE 



ryPB 

No 

Pn 

Cent 

Male 

Female 

Swuifl 

Bond 

Lorpe 

Bonel 

Inguinal 

19 

559 

IS 

4 

15 

4 

Femoral 

9 

365 

4 

5 

9 

0 

Umbilical 

3 

88 

1 

2 

3 

0 

Djaphragmatic 

2 

59 

2 

0 

0 

2 

Foramen of Winslow 

I 

29 

0 

I 

I 

0 








TOTALS 

34 

1000 

22 

12 

2B 

6 


CHART 3 


RELATION OF PREVIOUS OPERATION TO 
OBSTRUCTION IN ADHESIVE 
OBSTRUCTIONS AND ILEUS 


Operaiien 
\ppcndectomy 
Pelvjc operations in females 
Operation for adhesions 
Rankin resection of carcinoma 
of the sigmoid / 

For gaU bladder disease 

For umbilical hernia 

For previous mtestmal obstruction 

TOTALS 

Ko Previous Operation—^ cases 


*Early Late 
Pash Posh 
opt^rtalK c opcratKc 


* Early postoperative obstructions arc considered as 
those which showed evidence of obstruction within 4 
weeks of operation 


our lenes ;s hslcd m Lh.iil f These 
figuies closely parallel those reported 
by many authors’' ” The most frefjuenl 
agents causing obstruction are con¬ 
stricting bands, strangulated hernia, 
and, neoplasms of the bon el No case 
of congenital obstruction was found in 
our series Age and sex incidence are 
of little significance. In our senes there 
were 54 males and SO females We 
noted a piedominance of strangtilrilcd 
lieiiii.i in the males iiliile eases of ob- 


atid strangulated hernia m adults, there 
were no significant findings. 

A rather large percentage of early 
postoperative obstructions was noted 
These usually followed appendicecto- 
mies It was also observed that a large 
number of the cases of late adhesive 
obstructions occuired after operations 
for pelvic inflammatory disease. No 
cases of obstruction occurred after op¬ 
erations for suspension of the uterus 

PATHOLOGY 

The pathological changes in intes¬ 
tinal obstruction can be directly 
attributed to disturbances in the normal 
physiology of the bowel occurring in a 
moie or less cliaracteristic pattern as 
a result of obstiuctioii Except for the 
strangulating t) pe of obstruction, m 
which the seijuence of eieiits differs, one 
may assume that these alterations m the 
normal physiology of the bowel are the 
direct result of increased intraluminal 
tension. In fact, it has been shown*-’ 
that these changes occur in direct pro¬ 
portion to the increase m this tension 

Increased intraenteric pressure affects 
the peristaltic action, the secretions of 
and the absorption by the mucosa, the 
bursting of stren,gtli of the hovel am' . 
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A site of strangulation immediately ness is not an exclusive feature of the 
'^^o-o-Vted the correct diagnosis. Occa- strangulating type of obstruction, for 
sugge cases discoloration several cases with simple adhesive ob- 

'^fThe sicin was Jioted over the mass. Tn structiou showed definite localized ten- 
} delaved cases, distension, tympanites, derncss. The absence of tenderness, on 
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PHYSICAL SIGNS IN .\LL C.-\SES EXCEPT STR.ANGUL.ATED HERNL\ 


j 

Siihill BozucI 
Obsiriiction 

S9 cases 

Large Boieel 
Obslniction 

19 cases 

Paralytic Ileus 

12 cases 

TOTAL 

70 cases 

—-- " ' 

Lhed Died Total Sb 

Lived Died Total % | 

Lh'cd Died Total % 

Lived Died Total % 

Pistension 

Abdominal tenderneis 
Elevated temperature, 
rapid pulse or 
deiiydration _ 
Abdominal rigidity 
Visible or palpable 
peristalsis 

Mass 

Rectal mass 

12 17 29 74.4' 

11 10 21 53.9| 

i 

2 8 20.5 

3 5 S 20.5 

[415 12.S 

: I 2 3 7.7 

4 10 14 73.7 

2 6 8 42.1 

1 4 5 26.3 

2 1 3 15.8 

1 3 4 21.1 

1 4 5 26.3 

1 1 2 10.5 

3 9 12 100.0 

2 2 4 33.3 

2 7 9 75.0 

19 36 SS 78,5 

IS 18 33 47.1 

i 5 17 22 31.7 

5 6 11 15.7 

5 4 9 12.8 

2 6 8 11.4 

1 1 2 2.8 
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sultiiigf sequelae, permeability is in¬ 
creased until a frank perforation occurs. 
Even without frank perforation, how¬ 
ever, bacteria will penetrate and the im¬ 
portance of this factor in the prompt re¬ 
lief of distension and the careful han¬ 
dling of damaged bowel at operation 
cannot be overestimated. 

In obstructions of the strangulating 
type the sequence of events varies con¬ 
siderably from that described above. In 
these cases the factor determining the 
pathological changes which occur is the 
direct occlusion of either the mesenteric 
arteries or \-eins, or both, by the strangu¬ 
lating mechanism .A.s demonstrated by 
Scott' and Donaldson,'" the changes 
in the bon el wall will vary depending 
on whether the strangulation is primari¬ 
ly arterial, venous, or both. 

If the arterial supply to the bowel 
is blocked, as in luesentcric tlironibosis, 
the bowel becomes lusterlcss and dark 
purple in color Distension is not 
marked, but some bloody fluid is present 
in the lumen of the bowel. This will 
progress to anemic or hemorrliagic 
necrosis of the bowel wall. If tlie bowel 
wall is intact, only small quantities of 
fluid are found in the peritoneal cavity 
and this fluid will usually have a hemo¬ 
globin content of less than 10 per cent. 
.•\fter necrosis of the bowel has occurred, 
tlie peritoneal fluid is foul smeiling and 
bloody. 

Il’hen the circulatory obstruction is 
principally venous, the bowel is marked¬ 
ly distended ivith bloody fluid and the 
wall of the bowel is infiltrated with red 
blood cells. As the distension increases, 
necrosis occurs, and the peritoneal fluid, 
uliich IS usiiallv very bloody, and has 
a high hemoglobin content, increases in 
amount M'hen both the artery and vein 
arc nhstuicted, as occur.s in ohstnictioii 
due to adhfsne bauds or voliailus, the 
picture Is usually' that of the venous 
type unless the arterial blood flow ha< 
lieeii completely cut oil'. 

The loss of blood into the lumen of 


the intestine or peritoneal cavity iti 
venous vascular occlusion may be very 
marked and induce a state of e.vsaiigui- 
nation. This must be corrected by mas¬ 
sive transfusions before proceeding 
witli other treatment. When the arterial 
wall is blocked, blood loss is a compara¬ 
tively minor factor. 

The degree of increased intraluminal 
pressure necessary to cause the patho¬ 
logical changes described varies consid¬ 
erably, depending on tlte location of the 
obstruction and the length of time dur¬ 
ing which the increased pressure has 
acted. Tlie bowel, as other hollow vis¬ 
cera. can accommodate itself to grad¬ 
ually increasing pressure. Clinically, 
pressures of 4 to 30 cm. of water have 
been found in obstruction of the small 
intestine and between 12 and 52 cm. 
in obstruction of the colon. Whereas 
a pressure of 10 cm. of water e.\'erted 
over a period of 12 hours may cause 
congestion and dilation of the capilla¬ 
ries of the bowel wall, in 48 hours pe¬ 
techial hemorrhage and necrosis may 
occur. The importance of this factor in 
early diagnosis and treatment cannot 
be overestimated. 

SVMPTOM.yTOLOGV 

The clinical symptoms of intestinal 
obstruction are usually thought of as 
intestinal colic, I'omitiiig, tiisteiision and 
obstipation. A majority of the case- 
however, do not present themselves n i i 
this complete picture. Obstipation w 
example, is present in less than iie- 
half of the cases and abdomin dis¬ 
tension is not often noted by c pi- 
tient. In the typic.il case, the giio-i- 
is made with little difficult' init im- 
fortunateiy typical cases . m rre 
minority. 

fntestinni colic 
the sine qua non 
mechanical oh,^trtl 
tion of interiuitten 
inal pain with attdi 
or borborygmus. 



•'!>?.v.v;/ !'/■ inh is I i-.usj iiii.wii. k'u.ijj.i-. hi- 


Jit he ire(.‘ '>! i>ri.>encv.' til ; 4 :is in 

thof !t>ttp> Oil suli^ctiueiu x-riiy films in- 
tlicaiv> tiiai the oiistruciion rdciu- 
iny or i> iiici'iiijildc. 

2. Pi icniiiniiij:; the luiturc of the nh- 

stnietieii. i’rtilnibly ihc ui'ist impiirtam 
tacit>r iiilUK-iicin.o llicrajiy i> the <lc- 
icrmiiiaiicn of ihc exact iKtiiire 'if the 
<tli>tructi<iii, i.e.. whelluT it simple 
tir straiiyntlaiiiyu'. The latter tyjie tol¬ 
erates iio delay in the operative relief 
Ilf the siraiioulatino mechtinism hecati>e 
Ilf the impairment of the hloml >u])ply. 
Tile tliffereniitition is often franyht with 
difficulty and occasionally is not i>iissil,le. 
The mode <if onset, the associated >ymp- 
liims. ami mo>l imp>>rtant. the presence 
of loctd si”n> tif perittiueal irritation 
(tenderness ami muscle spa>m i are val¬ 
uable aids in diai^iiosis. W'e have 
unmd. however, that we luive occasimi- 
:dly been misled by the absence of ten- 
ilerne,ss and muscular nVidity and have 
treated stranoulatin.o obstructions ex- 
lectantly. W’e have observed that ele¬ 
vation of the temper.ature ami the pulse 
r;ite usually accompanies stranotilatiipy 
ol)strnction, and in the presence of these 
si^is, we think immediate tiperatioii is 
indicated. 

3. Detenxiiiiiii; the site of i>hs/nie- 
tioiL The ])reoperative localization of 
the level of obstruction does not iireseiit 
as manv difpculties from the clinictd 
point of view as the two previous fac¬ 
tors. Inasmuch, however, as the use of 
conservative therapy is definitely con¬ 
traindicated in colonic obstruction, this 
localization must be m.ade with na'eat 
care. Distension lU' the :d)donien is more 
common and more m.arketl in larp;e bowel 
obstructions and vomitinp; is occasion¬ 
ally lesv -severe. In complete, low ob¬ 
struction'', ob-'tijiation is a common 
symptom, \main. the n^e of rejieated 
x-ray examination of ine-'timable 
I'ahie. 1 he localization ot intestinal 
.segments can fretjuemlv be m.'ule on the 
x-ray films, tmd in large bowel olistruc- 
tion.s very marked distension of the 


Colon may lie noted in the .ab.-eiice of 
ilistended >m;ili inie.-'tinal coils. In ob¬ 
struction Ilf the small bowel, the colon 
c:in be enijitied ot gas by evacutiting ene¬ 
mas and this i- readily verified by x-ray 
examination. 

In '>im)i!e ob'tructiou-’ of the small 
iiowel the exact loe.ation of the obstruct¬ 
ing mechanism can be determined ffe- 
puentlv by Using the .Miller-.\bbot dou- 
lile lumen tulie. .\fier preliminarv de- 
compressiii!i, a thin barium mixture is 
injected througli the tube .and "sp'it” 
films ;u'e taken, riiese enable one no: 
onl\ to [iic.ah’/e the obstruction luu fre- 
(iuenti) to determine the exact nature 
of the elioiugieai agent. Tin’s procedure 
is not uithout danger, however, and 
'honhi not J:e .attempted unless comjilete 
f.acilities for immediate !aparotoo/y are 
.available. 

IKi-A 1 

’The ireaimenl of intestimd obstruc¬ 
tion is determined iiv two ftictors: ( 1 I 
the location of the olisiruction. .and (2) 
the etiological factor. I'or this reason 
we have divided the disCUssion of treat¬ 
ment into its component parts, it is ob¬ 
vious that .a thorough understanding t>f 
the fundamental jihysiological altera¬ 
tions is essentitd to ihe jirojier institu¬ 
tion and evtduation of any method of 
treatment. The importance of the dis¬ 
tension fictor is stressetl reiieatedly. and 
this, jilus the time factor, must dominate 
.any consitleration of a plan of treatment. 

1. Meehonieal Ohstnieiioii of the 
Small fatestiue. Mechanical obstruction 
of the small intestine may be either sim- 
])Ie or sir.angulaling. In the latter iyiu‘. 
immefliate ojieration is essential if the 
morialitv rate is to be kept ;it .a low 
level. Tile mortality rate in strangaiht- 
ing obstructions is determined Iw two 
factors: i 1 t the length of time between 
the onset of strtmgulation ami the oper- 
atue relief of the slr.angulating mecha- 
ni-'in, and i 2 t the ntUure of the surgical 
attack. It i" .-ixiomatic that the sttrgical 



ACUTE INTES1INAL OBSTRUCTION 


35 


was usually of little aid in establishing 
the diagnosis. 

DIAGNOSIS 

The diagnosis of intestinal obstruc¬ 
tion is made by a careful study of the 
history, the physical findings, and the 


aid. Our greatest difficulty in making 
the diagnosis has occurred in cases of 
early postoperative obstruction due to 
adhesive bands. The onset of obstruc¬ 
tion in these cases is usually within one 
to three weeks after operation, and we 
have found it to occur most frequently 
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PHYSICAL SIGNS IK CASES OF STRANGULATED HERNIA 
34 Cases of StranruJaied Hcrina 


Physical Stgus 
Palpable mass . 

Tenderness , 

Distension. 

Discoloration of skin over mass 

Rigidity. 

T>’inpanitcs. 

Rapid pulse 

Fever . 

Dehydration 

x-ray films. The presence of fluid levels 
in the intestinal loops on the x-ray film 
IS confirmatory and almost conclusive 
evidence of obstruction Films should be 
taken with the patient in the lateral and 
supine positions. With the help of these 
studies the surgeon must be able to ac¬ 
complish three things m order to insti¬ 
tute the proper type of therapy; (1) de¬ 
termine the presence of obstruction; (2) 
determine the nature of the obstruction, 
i.e., whether simple or strangulating, 
and (3) determine the site of the ob¬ 
struction. Without knowledge of these 
factors treatment can be only haphazard 
and is doomed to failure 

1. Determining the Presence of Ob¬ 
struction. A history of recurring epi¬ 
sodes of cramp-like abdominal pain asso¬ 
ciated with the synchronous appearance 
of audible intestinal noises or borboryg- 
mus is essential for a diagnosis of 
mechanical intestinal obstruction. In the 
absence of intestinal colic, it is extremely 
doubtful whether mechanical obstruc¬ 
tion exists Vomiting and distension, as 
previously noted, are often absent and 
may not appear until the later stages. 
Obstipation is unreliable as a diagnostic 
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after operation for acute appendicitis or 
appendiceal abscess. With conditions of 
this nature one is often misled into at¬ 
tributing the distension, pain and vomit¬ 
ing to a local or diffuse peritonitis. 
Conservative decompression therapy is 
then usually instituted with disastrous 
results unless the true condition is soon 
recognized. In two cases in this series 
the diagnosis was missed and both pa¬ 
tients died as a result of gaiigiene of 
the bowel due to a constricting band. 
The presence of intestinal colic as dif¬ 
ferentiated from the usual postoperative 
pain should aid in making the correct 
diagnosis, but the most important point 
is the realization that mechanical ob¬ 
struction by adhesive bands can occur 
very early in the postoperative state. 
As with many other conditions, if one 
thinks of the possibility, one will make 
the diagnosis. 

The importance of repeated roentgen 
cxainiiiafions must be stressctl as an aid 
in diagnosis [n addition, this often 
enables one to estimate whetlier the ob¬ 
struction is complete or incomplete. If 
the bowel below the site of obstruction 
IS emptied by eneniata and demonstrated 
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crease in the severity of the colic; (2) de¬ 
crease in the distension; (3) the 
presence of gas in the colon after an 
evacuating enema as evidenced by re¬ 
peated x-ray films; (4) withdrawal of 
smaller amounts of fluid by the duodenal 
tube; and (5) toleration by the patient 
of a temporary discontinuance of the 
suction. In addition the general condi¬ 
tion of the patient must be observed 
closely. In our cases, a rise of pulse rate 
and temperature usually presaged an un¬ 
favorable outcome. The use of any single 
criterion is dangerous and misleading as 
man}^ patients will be relieved of j^ain 
and will exhibit a decrease in the disten¬ 
sion while gangrene of the bowel is ad¬ 
vancing- The most careful observation is 
essential and the necessity for frequent 
x-ray examination of the abdomen can¬ 
not be overstressed. In spite of this, as 
the following survey illustrates, strang¬ 


ulation may supervene and lead to a fatal 
outcome. 

Continuous duodenid suction by the 
Wangensteen method was used either as 
a [preliminary method of treatment, or 
throughout the entire course, in 26 cases, 
or in 50.'t per cent of all cases of obstruc¬ 
tion involving the small intestine, ex¬ 
cluding strangulated hernia. Of these. 
16 patients had mechanical obstruction 
and 10 were sutTering from adynamic 
ileus as a secptela of [peritonitis. Of the 
former group. 12 cases or 75 per cent 
subsequently came to operation because 
of lack of inqprovement. Operation in 
four cases consistetl of simple division 
of an adhesive band which was per¬ 
formed without mortality. In six cases 
ileostomy was performed with a mortal¬ 
ity of 83.3 per cent (five cases). At the 
time of operation, in three of these 
cases perforation of the bowel had 
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proceduie limit lx ,ib iimplL .ib posiiblt 
consistent with leheting the strangula 
tion and presei \ ing the \ inbihtj of the 
bowel Excessive manipulation of scg 
mcnts of bowel alread)' damaged by nii 
pairiiient of tiie circulation almost in 
vaiiabl) leads to contamination of the 
peritoneal caMty by the contents of the 
obstructed loop, w ith the expected disas 


change to a sti angulatiug one because ol 
interference w ith the blood supply, eithei 
by an increase in tension of the constrict¬ 
ing band, or bv pressure on the mesen 
teric \essels by a kinked and heat} loop 
of bowel While it is possible that the ob 
striiction mat relent if distension is con 
trolled, and this has been emphasized b} 
some authors, in our experience the pos 
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troiis seriiie! le The nature of the opera 
tic e procedure m this type of obstruction 
will be discussed belov. 

In simple obstruction, relief of the 
concomitant distension is the principal 
factor influencing therapy and the dim 
■nation of this factor obciates the need 
for urgciicc in undertaking surgical re 
hef of the obstructing inechainsm As 
long as the blood supph to the bowel is 
unimpaired and distension is controlled 
simple obstruction is compatible u ith life 
foi a considei able pei rod of tune There 
are, howecci two factors ubich fre 
rjuenth mterfeie uitli the realization of 
this tde.al condition in .actual clinical 
pr.acticc 

In the first place the difhcultv of 
definiteh ditfcrcntiatmg the simple from 
the strangulating tepe of obstruction 
presents ,a formidable obstacle to the 
long continued use ot consercative meas¬ 
ures Secondh there is the e\ cr present 
possibilitc that a simple obstruction maj 
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sibility of strangulation is the moic 
common of the two 

The advantages of continuous duo 
denal suction as a mode of therapy in 
intestinal obstruction are apparent The 
ebmmation of operative intervention m 
certain cases is a result which must cer 
tamly tend to lower the niortalitj of m 
testinal obstruction and even m cases 
requiring subsequent operation, the ben 
eficial effect of suction m decompressing 
tile bowel is no mean aid to the surgeon 
in accomphshmg the required procedure 
with a minimum of danger In order to 
utilize the adiantages aftorded bj sue 
lion and )ct guard against the untoward 
results of its injudicious use certain cri 
teria must be established First suction 
should be used only in cases of simple 
obstruction (and pai.alytic or ad}iiamic 
ileus) ol the small intestine Sccondlj, 
the criteria ot successful decompression, 
as offered b} Wangensteen mu'’ ' - ap¬ 
plied to each case I'l' ^dc 



In a series of 15 cases treated sub¬ 
sequent to Januar}- I, 1938, suction 
through a Miller-Abbott tube was 
attempted. We were able to intubate the 
patient successfully in only seven cases. 
In the remaining eight cases we were 
either unable to wait until the tube 
passed the pylorous because of the 
urgency of the symptoms, or were un¬ 
able to get the tube to pass. Of our seven 
successful cases only one, a case of vol¬ 
vulus of the small bowel, came to opera¬ 
tion. We have found the Aliller-Abbott 
tube to be most valuable in the treatment 
of paralytic ileus or early postoperative 
adhesions, particularly when the ob¬ 
struction is incomplete. In our hands it 
has been of little or no value in complete 
mechanical obstructions. We feel that 
with continued experience in the use of 
the Miller-Abbott tube we should be able 
to improve these results, but it is essen¬ 
tial that greater caution be used in the 
proper selection of cases^®. 

2. Paralytic Ileus (Adyuaiiiic or In¬ 
hibition Ileus). The treatment of 
adynamic ileus is far from satisfactory 
as the mortality records in most hospitals 
will show. In the 12 cases of paralytic 
ileus which we have presented, only 3 
patient's'survived. We feel that the prin¬ 
cipal factor contributing to this exces¬ 
sive mortalit}^ was the free use of en- 
terostonw as a therapeutic measure. 
Jklany of these cases were treated before 
the publication of Wangensteen’s Avork 
on continuous suction and would un¬ 
doubtedly be treated differently today. 
jNIodified duodenal suction Avas in¬ 
stituted in 10 cases of paralytic ileus, 
of Avhich 9 were due to peritonitis. In 
one case improvement Avas obtained and 
the patient survived, Avhile tAvo other 
patients died as a result of the asso¬ 
ciated peritonitis. In the remaining 
seven cases, enterostomy Avas performed 
after a period of from tAVO to seven days 
with a mortality of 85 per cent (6 cases). 
These figures represent more of an in¬ 
dictment against surgery than against 


conservative treatment. We feel today 
that suction offers a better opportunity 
for survival than enterostomy in 
adynamic ileus, and believe that in our 
cases operation Avas undertaken mis¬ 
takenly in the hope that apparently 
hopelessly ill patients might have a bet¬ 
ter chance to survive. Colp^'*, Van Buren 
and Smith'", W angensteen'”, Mor¬ 
ton'*, and others confirm the impression 
that enterostomy is of little or no value 
in adynamic ileus. Our recent experi¬ 
ence in cases not included in the present 
series also confirms this impression and 
Ave feel that continuous suction is the 
treatment of choice. In spite of some 
enthusiastic reports on the use of 
pi-ostigmine and physostigmine'® Ave 
liaA'^e not been able to obtain consistently 
good results Avith these drugs. The 
seriousness of the exciting cause has 
mitigated against the favorable outcome 
in most of the cases in this group, but 
the relief of distension by means of con¬ 
tinuous suction should certainly be a 
valuable adjunct in treating the peri¬ 
tonitis Avhich is so frequently encoun¬ 
tered as a causative agent in adynamic 
ileus. 

3. Obstructions of the large bowel. 
Mechanical obstruction of the colon re¬ 
sembles, in many respects, a strangulat¬ 
ing or a closed loop obstruction. The 
competency of the ileocecal valve in a 
majority of these cases causes the boAvel 
to become tremendously distended and 
perforations of the boAvel Avail occur 
because of interference Avith the blood 
supply. As might be expected, suction 
is of no aid in the treatment of colonic 
obstruction. Theoretically it might be 
possible to introduce the Miller-Abbott 
tube through the ileocecal valve, but the 
necessar}'^ delay might Avell be disastrous. 
The procedure of choice is undoubtedly 
cecostomy. This serves the dual pvtrpose 
of providing immediate decompression 
in the acute stage and of acting as a 
colostomy dvAring subsequent operative 
procedures Avhich may be necessary in 
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from the peritoneal cavity. This may 
be done by one of three methods: (1) 
primary resection of the involved loop; 
(2) exteriorization of the loop; (3) 
attempts to close or invert a necrotic 
perforation in the bowel. We mention 
the last onl}^ to condemn it thoroughly. 
Primary resection carries with it a tre¬ 
mendous risk and this is especially true 
in the poor risk patients suffering- from 
intestinal obstruction. In five cases of 
our entire series a primary resection 
was undertaken for gangrenous bowel. 
The etiological factor in two cases was 
strangulated hernia, in one case adhe¬ 
sive obstruction, in one case volvulus, 
and in one case, mesenteric thrombosis. 
Of these, four patients died (SO per 
cent), three from peritonitis and one 
from coronal')" disease. Although it is 
conceded that these patients were des¬ 
perately ill, it is for this reason that we 
believe exteriorization should have been 
done. In two other cases, the gan¬ 
grenous loop was exteriorized and en¬ 
terostomy performed, and one of these 
patients (etiology: volvulus) died, a 
mortalit}" of 50 per cent. In four cases 
the perforation was closed and a short- 
circuiting side-to-side intestinal anas¬ 
tomosis was performed with a mortality 
of three cases (75 per cent). In all, in 
eleven patients a surgical procedure of 
great magnitude was undertaken in or¬ 
der to deal with gangrene of the bowel, 
with a mortalit)" of eight cases, or 72.7 
per cent. A thorough study of these 
cases convinces us that e.xteriorization 
of the invoh-ed loop would ha\ e materi¬ 
ally lowered our mortality rates. All of 
these patients, with one e.xception. died 
of peritonitis, and while it is possible that 
the contamination of the peritoneal cav- 
-ity had occurred at the time of operation, 
it is likewise conceival)le that excessive 
operative manipulation, no matter how 
skillfully performed, increases the dan¬ 
gers of peritonitis when necrosis of the 
bowel wall is present. 

o. Lccosloiiiy mill iintcrostonix. 

\\ hile cecostoniy is a desirable procedure 


and a life saving measure in colonic 
obstructions, the same cannot be said 
for entei ostomy in small bowel obstruc¬ 
tion. Entei ostomy is usually undertaken 
as a last desperate measure after con¬ 
servative methods of treatment have 
failed, or tvhen the viability of the bowel 
seems ^ to be impaired at the time of 
operation. Occasionally, an enterostomy 
tube is placed into a small perforation 
m the intestine, a procedure usually 
carrying with it a 100 per cent mortality. 
The types of enterostomy most fre¬ 
quently employed were the Witzel or 
Stamm methods. These offer sufficient 
drainage and close promptly followino- 
removal of the tube. ^ 

Enterostomy alone was performed in 
18 cases in our entire series. These cases 
were divided as follows: paralytic ileus, 
seven cases; adhesive obstruction, eight 
cases; obturating obstructions (gall¬ 
stones), three cases. Fifteen of these 
patients died (83.3 per cent). This 
lepiesents the hig'hest mortality of any 
pi ocedui e carried out on our entire se- 
1 ies. We feel that enterostomy is never 
indicated in paralytic ileus and only 
IS indicated in cases of small intestinal 
mechanical obstruction in w"hich it is 
not possible to pass the Miller-Abbott 
tube which acts as a nonsurgical enteros- 
toin)". ^ If, at the time of operation, 
neciosis of the bo\vel wall is present, 
the period of usefulness of enterostomy 
has pastyd, except insofar as it is coin- 
bined with other procedures, such as re¬ 
section. Probably the only real indica¬ 
tion for enterostomy is its use to reduce 
tension on a suture line or occasionally 
for feeding. 

Cecostomy, on the other hand,' is 
eminently successful in the treatment of 
obstructions of the large bowel. It 
IS often possible,, to ''perform this 
aseptically and peritonitis results less 
fi-equentl}- than with enterostomy. We 
have employed the purse string suture 
meth.,Kl uith a Pezzer catheter as the 
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dealing with carcinomas of the sigmoid 
and rectum which are the usual obstruct¬ 
ing agents. While a transverse colos¬ 
tomy (Devine) may be desirable in 
many cases, it is rarely feasible in acute 
obstruction. In 21 cases of obstruction 
of the large bowel (including strangu¬ 
lated hernia) colostomy was performed 
IS times with ensuing mortality in 7 
cases (53.9 per cent). In 11 of these 
cases cecostomy was performed with a 
mortality of SS.S per cent (6 cases), 
while in 4 cases sigmoidostomy was per¬ 
formed. In these cases a double-bar¬ 
relled colostomy was made, three times 
because of carcinoma of the rectum and 
once for stricture of the rectum due to 
lymphogi anuloma inguinale Only one 
patient in this group died, a patient who 
had had an obstruction for two weeks. 

OPERATIONS FOR INTESTINAL 
OBSTRUCTION 

The dangers of operative procedure 
on a damaged segment of bowel are well 
known. The release of a band or of a 
strangulated henna is attended with 
little danger if the bowel is still viable. 
When necrosis has occurred the danger 
increases by leaps and bounds. Even 
the handling of a nonviable loop of bowel 
may initiate peritonitis, and entering 
into the lumen of the bowel for the 
performance of enterostomy or resection 
IS extremely hazardous. 

As a rule, the simplest procedure and 
the one involving the least handling of 
intestine is the piocedure of choice 
This IS so well recognized that m ob¬ 
structions of the colon many surgeons do 
a simple cecostomy without attempting 
to explore the abdomen, reserving this 
maneuver for the secondary operation. 
Similarly, m small bowel obstruction, 
manipulation of bowel while dividing 
adhesive bands not uncommonly causes 
perforations and gross leakage of in¬ 
fected bowel contents into the peritoneal 
cavity In at least two cases in oui 
series tliis accident occurred and le- 


sulted in a fatal peritonitis. With proper 
diagnosis and early treatment, the need 
for enterostomy should largely be elim¬ 
inated and operative treatment then falls 
into three categories: (1) simple divi¬ 
sion of obstructing bands or strangulat¬ 
ing rings; (2) procedures for dealing 
with gangrenous intestine, and (3) 
cecostomy for obstruction of the colon. 

1. Division of Constricting Bands or 
Strangulating Rings. This procedure is 
almost invariably the choice in the early 
operative treatment of simple obstruc¬ 
tions and strangulated hernia. With 
viable bowel and a minimum of 
handling there should be practically no 
mortality This procedure was carried 
out in 12 cases of adhesive obstruction 
of the small bowel and in 29 cases of 
strangulated hernia. There were four 
mortalities in this group, of which two 
were due to postoperative pneumonia, 
one to pulmonary embolus, and one 
to cardiac failure on the first postopera¬ 
tive day. In all, 36 patients survived, a 
mortality rate of 9.7 per cent. This illus¬ 
trates the points previously stressed, that 
early diagnosis and early operation will 
bring the mortality rate m intestinal ob¬ 
struction down to a reasonable figure. 
Excluding the cases of strangulated 
hernia, there were two mortalities in 
12 cases of simple obstruction or 16.6 
per cent. One of these was in a patient 
of 80 years who developed hypostatic 
pneumonia on the tenth postoperative 
day when she had almost completely 
recovered from the effects of the opera¬ 
tion. The other mortality resulted from 
bilateral bronchopneumonia on the 
seventh postoperative day. These figures 
illustrate more vividly than any lengthy 
discussion the importance of early diag¬ 
nosis and treatment and the necessity of 
restricting operations to the simplest 
procedures if at all feasible. 

2. Procedure for Gangrenous Seg¬ 
ments of Boivcl. When gangrene of the 
bowel has occurred, it is necessary to 
remove the gangrenous loop of bowel 
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serum proteins are actually depleted, 
f-hev may be restored by transfusions of 
plasma or whole blood==\ When they 
are elevated as a result of hemoconcen- 
tration following excessive water loss, 
the restoration of the normal water bal¬ 
ance will effectively restore them to a 

^^Blood transfusion is frequently an 
important adjuvant to treatment. In 
strangulating obstructions, the total 
blood'^loss into the lumen of the bowel 
and the ])eritoneal cavity may be very 
severe. This must be immediately re¬ 
placed by large and often multiple trans¬ 
fusions. " In addtion, shock which is fre¬ 
quently associated with intestinal ob¬ 
struction is best treated by blood trans¬ 
fusions. As a preliminary to operative 
intervention, transfusions are particu¬ 
larly valuable and may be life saving in 
cases in which surgical intervention is 


extensive. 

In our experience the use of drugs to 
stimulate peristalsis has been disappoint¬ 
ing. It is obvious, of course, that their 
use is contraindicated in mechanical and 
strangulating obstructions. In adynamic 
ileus we have rarely been successful in 
alleviating the distension by the use of 
pitressin, physostigmine or prostigmine. 
There may be some advantage in the use 
of these drugs in the immediate post¬ 
operative period to prevent abdominal 
distension, but we feel that they are of 
little or no value in the treatment of ad¬ 
vanced adynamic ileus. Spinal anesthesia 
has not been used in this series of cases 
as a mode of therapy and we hesitate to 
recommend it. 

A word must be said about adeijuate 
vitamin intake. In all patients suft'ering 
from disturbances in the gastrointestinal 
tract, the absorption and utilization of 
vitamins is diminished.■■ This may 
seriously interfere with the postoperative 
course and with wound healing. In pa¬ 
tients wh*i have had restriced dietary in¬ 
take and in wh'iiu auction has been used 
for many da\s. \ itamin f should be ad¬ 
ministered parenierallv. 


The routine use of suction in the post¬ 
operative state should be emphasized. 
After every operative procedure for in¬ 
testinal obstruction we have instituted 
continuous duodenal suction. By elim¬ 
inating distension and relieving the 
pressure on a compromised loop of bowel 
or on a suture line, it is of inestimable 
value. 

While the use of oxygen in high con¬ 
centration was not attempted in this 
group of cases, it is apparent from the 
work of Fine and his associates"® that 
it is of definite value and is certainly in¬ 
dicated in the conservative treatment of 
inte.stinal obstruction. 

MORT.ALITY 

The mortality rate in intestinal ob¬ 
struction is very high. In our entire 
series, 46 patients died, a mortality rate 
of 44.2 per cent. In four cases, the pa¬ 
tients died within a few hours after ad¬ 
mission, without having been operated 
upon. If w'e exclude these from our 
series, we have a mortality rate of 42.3 
per cent for all cases receiving treat¬ 
ment. Oi)eration was performed in 93 
cases wdth mortalities in 38 of this group, 
or in 40.8 per cent. In 11 cases, no 
operation was undertaken and three pa¬ 
tients survived, a mortality of 72.7 per 
cent. However, the four patients who 
died on admission are included in this 
group and the revised mortality rate 
for nonoperative cases would be 57.1 per 
cent. 

Adynamic or paralytic ileus, in our 
series, proved to be the most serious con¬ 
dition causing intestinal obstruction. 
Nine patients of the entire group died, 
a mortality of 75 per cent. In 10 cases, 
peritonitis was the inciting cause of the 
ileus and it is conceivable that this 
accounted in no small measure for the 
high mortality rate. Strangulated her¬ 
nia. on the other hand, offered the least 
grave prognosis. In 34 cases, there were 
five deaths or 14.7 per cent. In three 
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method ot choice m om cases Aithough 
the mortality iate was \ery high m our 
group of eleven cases (55 “i per centl 
this IS 111 pait accounted foi by the fact 
that the average dm ation of obstruction 
piecedmg operation was nine days in 
the fatal cases In the jiatients who stii- 
vived, the aieiage duration of obstiiic- 
tion ivas fom and one half dajs Occa¬ 
sionally it is possible to perform a sig¬ 
moid colostoiiy in cases of obstiiiction 
due to carcinoma of the rectuiii Tins 
may occur in earl} cases before ten ific 
distension of the bouel has occuricd 
with consequent thinning of the bowel 
and possible gangiene \\'heii it is 
feasible, it is usuallv accompanied by a 
low mortality late Tn foui cases oper 
ated on by this method there uas one 
mortalit> (25 pei cent) 

ADJUNCTS TO TKEATUENT 

Inasmuch as all patients with in¬ 
testinal obstiuction .ire seriously ill, the 
details of general smgicai care assume 
a role ot great impoitaiice The man 
agciiient of fluid and electrolyte balance, 
transfusions nutrition and the pieicn 
tion of pulnionan complications are 
problems which are vital to a favorable 
outcome It is well recogmred todac 
that altliough sodium cbloiide Uas no 
specificit) in the treatment of high ob 
structions, it is iie\ ci theless essential 
when the loss of chlorides has been 
marked Contiol of the water balance 
IS urgent because of the marked delu 
dration c.iused bv \omitmg It is safe to 
assume that these patients have lost at 
least the si\ pei cent of bodv weight in 
fluids that Collei and iladdock’” have 
determined to be the average in seveie 
deliydi atinii 1 Ins amount must be made 
up at once and m the .average patient 
the adniinisti ation of 3,000 to 4 000 cc 
of fluid will be indicated I'mtlieiiiioie 
if tieatiiieiit bj' suction is instituted, ami 
no fluid IS lel.iined bv mouth, a dailv 
amount of fluid vvhieh will balance the 
loss due to suction, excretion of urine. 


and insensible loss through skm and 
lungs IS indicated This usually amounts 
to 3,500 Ol 4.000 cc daily, if this sched¬ 
ule IS adhered to, dehydi ation will not 
occur 

Preservation of the salt and protein 
balance is another problem facing the 
surgeon Undoubted!) electrol)tes are 
lost in large amounts in persistent vomit¬ 
ing and estimation of the seium 
chloiides will indicate the extent of this 
loss As a lule, the higher the obstruc¬ 
tion m the intestinal tract, the greatei 
the chloride loss When this loss is 
marked, vt can be rectified by the ad¬ 
ministration of hypei tonic saline solu¬ 
tion, although the use of noinial saline 
or Ringer's solution is piobably safer 
The amount of saline to be administered 
can be estimated readily' by' the formula 
pioposed by Baitlett and lus co- 
workers"'’ This formula is For each 
100 mg that the plasma chloride level 
needs to be raised to reach the noiiiial, 
the patient should be giv en 0 5 gin of 
salt pel kilogi.tm of body weight The 
dangers of excessive s.ilt intake in a 
seriously sick patient aie well known, 
and It is tbei efoi e adv isablc to check the 
plasma chlorides repeatedly until iioi iiial 
levels hav e been reached \ slight excess 
of the calculated amount of sodium 
chloiide to restoic the plasma chlorides 
to 1101 nial max, howcvei, be given with¬ 
out danger Associated with the loss ot 
chlorides, changes in the serum protein 
values are fiequeiitlv noted Occasion 
ally, in long standing illnesses preceding 
the onset ot acute obstruction the pro 
tieiis mav be depleted, but more com¬ 
monly , because ot the cxteiisiv e dehydra 
tion, the values for the serum proteins 
are inci eased This may be misleading 
because when the water balance is 
icstored, the value toi the serum pro¬ 
teins mav bv louiid to be lowcicd to the 
pre edema oi edema levels If salt lias 
been given to excess, eduiia ni.ay then 
occur and may seiioiisly inttrfeie with 
the postoperative course When the 
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to peritonitis and confirmed by operation 
or autopsy. In most of these cases, gan- 
grenous or nonviable bowel was present 
at the time of o]ieration or ob.servation. 


COLLEGE OF SURGEONS 

that in no case did a disturbance of the 
chlorides lead to death, and although 
potassium stiidies as advocated by 
Scuddcr and his co-workers'* were not 


CHART 9 

CAUSES OF DEATH 

AdytiQuuc Styoiiffulofcd SdiciH boivcl Laycfc boTvcl 

Cause of death Hues hernia obstfuction obstyuciion Total 

Peritonifis ... 9 2 IS S 31 

Cardiac or cardio-pulmonary . fl 2 


Pneumonia . 0 

Pulmonary emboli . 0 

Shock . 0 

Unknown. 0 

TOTAL. 9 


In a few, peritonitis followed the inju¬ 
dicious use of enterostomy or more ex¬ 
tensive operative procedures. Four pa¬ 
tients (8.7 per cent) died of pneumonia 
and 6 (13.1 per cent) died of cardiac 
or cardiopulmonary diseases. In five 
cases of our series the cause of death was 
not d(;finitely known. In two cases, the 
clinical course strongly suggested pul¬ 
monary emboli; in two other cases (one 
of volvulus and one of mesenteric 
thrombosis) shock was considered the 
cause of death and in one case, a patient 
who died 14 hours after admission, no 
cause could be definitely stated. 

The high incidence of peritonitis as 
a cause of death is to lie expected on the 
basis of the pathological physiology and 
pathology of intestinal obstruction. The 
damage to the bowel wall as a result of 
distension causes increased permeabilitv 
to bacteria and peritonitis often ensues 
without gross perforation of the bowel 
wall. In many cases bowel necrosis was 
present at the time of operation and in 
these patients a fatal outcome was almost 
inevitable. Xothing in this series lends 
credence to the toxic theory of death in 
intestinal obstruction. The secjiience of 
events in most ca-^es and the operation or 
postmortem findings were too conclusive 
to permit of speculation as to extraneous 
factors in the fata! outcome. We feel 
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made, it seems reasonable to believe that 
altered potassium metabolism, if present, 
was but one incidental factor. 

SUMM.^RY AND CONCLUSIONS 

1. A series of 104 ca.ses of acute in¬ 
testinal obstruction due to thirteen etio¬ 
logical factors is presented. The inci¬ 
dence of cases in this series conforms 
closely to other reported series. 

2. The pathological changes which 
occur are directly attributable to the 
disturbances in the normal physiology of 
the bowel caused by the obstruction. 

^ 3. Distension and impairment of the 
circulation of the bowel are the principal 
changes which occur. 

4. The symptoms most frequently 
noted are intestinal colic, vomiting, dis¬ 
tension and obstipation. 

5. Ihe jihysical findings commonly 
encounterecl are distension, abdominal 
tenderness and rigidity, and the signs of 
toxemia. 

6. Treatment is based on two factors: 
fa) the location of the obstruction, and 
(b) the nature of the obstructing agent. ■ 

7. ^ In strangulating obstructions im¬ 
mediate operation is imperative. In 
simple obstruction of the small bowel re¬ 
lief of the distension may cause the ob¬ 
struction to relent. 










in ir iwisr/v 1/ onsmucuos 


■(1 


patientb ot tJijs death ii.i', due to 

coronary dise.iNe imliiionar) Linbolus 
and caidiac failure lespectucH and in 
only one case ua-. resection tor gan- 
grenous botvel umlcuaken Theie were 
21 fatalities in eases of nie'chanical 
obstruction of the sm ill intestine (e\ 
elusive of stiangul iteil heinii) or s3 S 


delay in treatiiiciit fti 25 casos ol 
strangulated heinia in which the ob 
struction had been present for less than 
two days, the mortality rate was 8 per 
cent, wheieas in the nine patients who 
were opei ated upon after a delay of more 
than tw'O clays, the moitality rate was 
33 3 pei cent Similar findings are noted 


CHART 8 


III K ei Ill\ OF 1 IBSTJiUCTlON IND MORTALITY 



\ iet 

: /hi 

J 

than 

Less than 

Less than 

. 1 Lveek 




Per 

Causn of 


1 It 

* 

(tixr 

4 Jays 

} iieeh 

{ or more 





Obstruction 

■ 

{ Ih iU 

/ fhed 

Li cd 

Dicd\ 

Liied 

Died 

Li cd 

Died 

\Total Lt cdDied 

Died 

Adhesi\e obstruction 



■1 

? 

9 

A 

1 

1 

3 

A 

28 

17 

11 

393 

Gallstone obstruction 








1 



J 

0 

3 

1000 

Carcinoma 


) 

1 1 

1 

1 

I : 


3 

2 

3 

14 

4 

10 

71 A 

Adenomatous pol>{i 






I 





1 


1 

1000 

Lymphogranuloma 

Postoperatne 



1 

1 





1 


1 

1 

1 


00 

entration 



1 




1 

1 




1 

1 

500 

Ileitis 


1 








1 

1 


J 

1000 

Strangulated hernia 
Volvulus ! 

IN 


f f» 

I 

J 


3 

? 



34 

20 

a 

! W7 

1 

I 1 


1 


I 


1 



4 

I 

1 

7S0 

Intussuseption 


1 



\ 





1 


I 

J 

' jOO 

Paralytic ileus 


2 1 

1 



J 

\ 1 

-I 



12 


9 

75 0 

Mesenteric thromb isi's i 


1 









J 


I 

1000 

Cause unknown j 


1 1 

i 








1 


1 

1000 

















11 

7 j 

i 

5 

16 

10 

6 

16 

6 

9 

J04 

08 

46 

44 2 

1 





t 









(A\ I 


per cent, and in 19 cases ol obstruction 
of the colon there were 1 1 deaths, or 
57 8 per cent This includes thiee pa 
tients who died w ithin six hours of ad 
mission to the hospital and who received 
only supportive treatment Considering 
this factor, the mortality in treated cases 
of obstruction of the large bowel was 
eight cases, or 42 1 per cent 

There is a definite and consistent re 
lationship between the niortalitr rate 
and the time which had elapsed between 
the onset of obstiuction and the lehef 
of the ohstiuctmg mechanism It is ob 
vious from the nature of the physio 
logical disturbances whicli occur in ob 
structions that the time factor is of par 
amount importance In strangulating 
obstructions the deleterious effects of 
the marked blood loss aie added to the 
danger of pei itomtis Chart 8 illustrates 
the increasing inortaliti associated with 


III the cases ot obstruction due to in¬ 
tussusception and vofvu/us 
In simple obstiuction the onset ot 
necrojis of the bowel wall is dependent 
on the distension lactor and the element 
of direct occlusion of the blood supph 
IS not present in the eai ly stages There¬ 
fore, delai m tieatnient is not so 
disastrous We note, however, that iii 
19 cases of simple adhesive obstruction 
treated within the first four dai s of ill¬ 
ness there were six deaths, a mortahts 
late of 31 6 per cent, while in the nine 
case. 111 which obstruction h.id been 
present for moic than tour dajs before 
treatment was instituted there were fi\e 
deaths (55 5 per cent) 

.V survey of the factors causing death 
111 our series showed that peritonitis was 
the most frequent cause In 31 or 67 7 
per cent ot the fatal cases of our entire 
group, death was definiteh altribul.ablc 

"A. 
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RfiSUM^ 

Obstnictioii Intcstinalc Aigitc 

L'auteur rapporle 104 ca.s cl oh.struc- 
tion intestinale due a treize tacteui s 
etiologiques difterents. Les symptomes 
les plus freciuennuent ohserve.s furent 
coliciue intestiuale. voiuissenients, dis¬ 
tention et obstipation. Le clinicien con¬ 
state la distention et la douleur abdo- 
minales, la rigidite du ventre et les synip- 
tomes de toxeniie. Le traiteinent csi 
determine et par le siege et par la nature- 
de I’obstructiou. Dans les cas simiilo- 
d’obstruction de I'intestin grele. le -ou- 
lao-ement de la distention pent reme-dit-r 

'’robstruction. La suction dmuLbiak- 
continue est utile pour ce hut. Dan. k-v 
cas d'etranglcment rttpvration ot ur- 
o-eute. L'operation <ioit ctre jirccocc 
dans les obstructions tiu coIdii. ,\\c/ 
rccours au.x iiroccdures k-s jiiu- Miiipk- 
ijui puissciU remedic-r a la cnilumn ct 
qui mainiicnncut ou rc'taurc-m la via- 
biliie de I'intestin. II > .t un rappuri 
tiefini. ciure la duree de !«di^truction et 
!a niortalite. 


ZUSAMMENFASSUNG 

A kilter Daniivorsclil iiss 

Eine Serie von 104 Fallen von aku- 
tem Darmverschluss. die auf 13 ver- 
schiedenen L^'sachen beruhen, wird ver- 
oftentlicht. Die Sypmtome, die am 
haufigsten beol)achtet werden, sind 
Darmkoliken, Erbrechen, N'erstopfung 
und anfgetriebener Leib. Objektive 
Svmptome, die gewdhnlich gefunden 
wercien. sind. aufgetriebener Leib. 
Schmerzen, I’lauchdeckenspannung und 
die Zeichen einer Toxiimie. Die Art der 
Behandlung wird beeinflusst durch 1) 
den Ort, 2) die Xatur des Verschlusses. 
Beim einfachen Diinnclarniverschluss 
kann oft die Beseitigung des aufgetrie- 
benen Leibes das \’'erschwinden des 
Ileus verursacben. Daher ist eine dau- 
ernde Dunndarmdrainage fiir diesen 
Zweek sebr niitzlich. Bei einem Stran- 
gulationsileus muss eine sofortige Ope¬ 
ration vorgenommen werden. Friihzei- 
tige 0])eration ist notwendig bei einem 
Dickdtirmverschluss. Die Operation 
soli sicb lieschriinken aut die einfach- 
sten Massnahmen, welche den Zustand 
beheben und die Lebensfahigkeit des 
Darmes erhalten, oder wieder herstel- 
len. Es besteht eine ganz ausgesproche- 
ne Beziehung zwischen der Dauer des 
Darmverschlnsses und der Mortalitat. 

SUMARIO 

Obstniccioii Intestinal Agnda 

I'na seri de 104 casos de obstruccion 
intestinal debido a trece factores etio- 
lbe,•ico^ distintos es presentada. Los 
■'intonias mas frecuentemente notados 
lueron cdlico intestinal, vomitos, disten- 
cidn y ob.stipacion. Los signos fisicos 
.qeiieralmente encontrados son disten- 
''ion. dolor abdominal, rigidad muscular 
y toxemia. El tratamicnlo esta basado 
ill en la localizacion y (2) la natu- 
raieza del agente obstructor. En ob- 
•'truccioncs simples del intestino delgado 
cl alivio dc la distension jmede hacer 
ceder la obstruccidn. Drenage duodenal 
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S du dtml Ins s 

definite field ot usctaliicss in tin tieat 
ment of simjilt iimli ime il obsti iictjons 
of the siinll I) mil m 1 in Tdiinnnc ileus 
In the foiniei .^rnnij ,,ieit i uitiou must 
be evercised (i dcitintmt uheti suction 
IS no longer eftcsci his 

9 Operitiit tiestnient should be 
limited to the suupkst pioccdints winch 
Mill reliese the diskiision ind obstruc 
tion and niaintnin oi i istore the i labihtv 
of the bonel Estnisivt opentne pio 
ceduies are iccoiiip inied b\ estiemcl) 
high mortahfs rates 

10 Enteiostoiin Ins been almost 
cQinplcteh disphctd by the Willei 
Abbott tube as a pi occdiire for appKing 
decompi essn c measures to the site of 
obstiuction It is ne\ei indicated in 
adynamic ileus 

11 In obsti iictioiis of the colon 
early opei ation is essential Cicostonn 
IS the procedme of choice 

12 The general principles of elcctio 
ly te, water piotem and vitamin balance 
must be applied to these seiioiisly ill 
patients Blood transfusions art of gi cat 
lalue as adjuvants to operative pio 
cedures 

13 The employment of diugs to 
stimulate peristalsis has been i alueless 
in our hands IVe feel that the adiiiiiiis 
tration of oxygen m high concentrations 
IS of definite value 

14 The mortality rate of uitestunl 
obstruction is still veiy high Early 
diagnosis, immediate operation m 
strangulating obstructions the caieful 
use of suction m indicated cases, the 
elimination of enterostomy except iii iso 
iated cases and careful attention to the 
general status of the patient «ill lower 
the mortality rate 

15 There is a deffiiitc reiatioiislup 
between the length of tune during which 
the obstruction has been pi eseiit and the 
mortality i ate 


16 The most fieqiieiit cause of death 
Is peritonitis Nothing m om seues 
lends credence to llic toxic theoiy ol 
death III miestm il obsti uction 

\<.tc Wc thunk Dr A J LcHcr anti 

Dr \ J Ro«e,> /or the privjJcse oi itudjnig: ca«cs 
on thtir uurd and pniite services We are also 
indebted to Dr M Goldman for his \aluable 
assistance m the use of the Abbott tube 
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U PON request I shall endeavor to 
give you, as nearly as I can, a 
composite picture of appendicitis 
and those conditions arising in the 
right side of the abdomen that may be 
confused with it. The subject matter 
will be based upon knowledge gained 
from the literature and a personal ex¬ 
perience of more than thirty years. If 
what is said will in any way assist in 
slowing down the rising mortality in 
this condition, my time will have been 
well spent. 

Involvement of the appendix is usu¬ 
ally the result either of an inflammatory 
reaction or of a physiological dysfunc¬ 
tion resulting from mechanical inter¬ 
ference. The latter we designate appen- 
dicosis. Both are clinical entities and 
present a train of distinct diagnostic 
symptoms. 

The United States leads all other 
countries in deaths from appendicitis. 
The mortality is 18 for each 100,000 
and equals the combined death rate of 
ectopic pregnancy, pyosalpinx, gall 
stones, surgical disease of the pancreas, 
spleen and thyroid. It takes 20,000 of 
our people annually and is the cause of 
one death every 26 minutes. When 
operation is delayed and cathartics and 
enemata are given in an effort to obtain 
relief without operation, one in every 11 
patients dies. If rei)eated purgation is 
practiced befi>re o])crati(>n, one in every 
four paiienis dies. ()nly one death occurs 
in every 96 cases if ])urgation is not prac¬ 
ticed. If prompt and proper treatment 
is given, the mortality in appendicitis 
should not e.Kceed one in every 240 cases. 


It has been my privilege to pass 
through more than three decades of the 
appendiceal dilemma. Many years ago 
death from this disease was attributed 
to inflammation of the bowel. In those 
days the question was: “Shall we or shall 
we not operate in appendicitis?” In the 
second decade the duration of the attack 
was the question of paramount im¬ 
portance. The literature now abounds 
with discussions of the etiology, diag¬ 
nosis, treatment, and mortality of this 
disease—mute evidence that the prob¬ 
lem is not yet settled in the minds of 
many. Municipalities are so concerned 
over the matter that they are publishing- 
facts related to the disease in the lay 
press and are bringing them to the at¬ 
tention of high school students through 
lectures and pamphlets. Philadelphia, for 
example, has made an intensive effort to 
inform its people of the importance of 
the early recognition of the condition, of 
prompt and proper care of the painful 
abdomen, and of the ever increasing- 
mortality of appendicitis. 

Acute appendicitis probably is our 
oldest and best known surgical disease. 
The erabryolog-y with its many resultant 
locations is interesting, its anatomy is 
well known, its etiolog-}’- complex and its 
pathogenesis much discussed. Its symp¬ 
tomatology is so constant and so con¬ 
sistent with the degree of involvement 
of the appendix that it is a pleasure to 
review it. Pain, followed by nausea, 
with or without vomiting, tenderness, 
fever, increase in the pulse rate, and 
leucocytfjsis, always in sequence, form 
the well known Murphy syndrome. 
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continuo es ln.-nciR- uar, •■litcncr 

Mte proposito f-i ' r-rriic" .m-- por 

estraiigulacion '[^r ni>nti!; ita 

iniperativa. (>pr- . -i ffi) ■•'.■n.i es 

esencial en ob'triic' v- !c! i -i -n Ij 

operacion debt- i.t - ' i i/r .d p'<- 
ceder mas simjiK tit,' nit f 1. cn- 
dicioii y ataida -t- •- r ' iti'nlad 

del intestino. H.r ’ -It- it’nida 

entre la dtiracion » el 

por ciento en la n ' 

HlAsSL NTO 

Ostnici: , I ■ ■ ' I 

Viene pre-eii’. ' -ire ' '-'tica'i 
di ostruxiont i- t'" ■ ’ ' ■’ la 


fattori etiolotjici. 1 sintomi pin Ire- 
quenti sono: colica intestinale. vomito. 
distensione. constipazione. I segni 
tisici die si incontrano usualniente, sono, 
tiistensione. dolenzia addominale. rigi- 
dira c segni di toxemia. II trattamento 
-1 ba>a Sulla localita e la natura 
deiragente ostruente. Xellbstruzione 
strazzata I'atto operatorio immediato e 
necessario. Una operazione precoce e 
essenziale nella ostruzione del colon. 
L'atto operatorio deve essere limitado 
alia pill semplice tecnica. per alleviare 
la condizione e mantenere e ristorare la 
viabilita dell'intestino. Esiste una rela- 
zione delinitiva tra tempo deH'ostrti- 
zione e mortalita. 
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familial. We have removed the appen¬ 
dix of four in one immediate family, 
and out of eight members in this family 
five have had their appendices removed 
and one has had two attacks. 

While to a lesser degree the number 
of attacks have a place in determining 
the desirability of operation, the point 
should not be overlooked. It is more dif¬ 
ficult for an appendix showing scar tis¬ 
sue, the result of previous inflammation, 
to weather the onslaught than a normal 
one. 

TENDERNESS 

Tenderness, rigidity, and muscular 
spasm are our most valuable guides in 
determining the degree of invob-ement 
of an affected part. The more extensive 
the infiltration of the walls of the appen¬ 
dix, or the greater the distention of the 
lumen, the more pronounced the tender¬ 
ness, rigidity, and the muscular spasm 
will be. The point of maximum tender¬ 
ness will be over the appendix, wherever 
it may be. The caput coli together with 
the appendix may lie beneath or any¬ 
where between the costal margin and the 
pelvic floor. When located near the 
lower pole of the kidney or in the culde- 
sac. the differential diagnosis becomes 
more difficult because symptoms of other 
conditions are Cjuick to arise. 

The attitude of the examiner should 
be one that will gain the confidence of 
the patient. The patient usually gives us 
an idea as to the location of the point 
of maximum tenderness when first seen. 
After this observation the e.xamination 
should proceed on the side opposite the 
affected one. Many vears ago Robert 
Alorris of Aew 'i ork called atten¬ 
tion to two points we now designate as 
rio-ht and left .Morris points. They are 
located on each side of the median line 
just below the umbilicus. In examining 
the lower a.bdominal ijuadrants, ux- 
always take the left .Morris point into 
consideration imnwHiiatel\ after palpat¬ 
ing the regi'Ci oi the ,'igmoid. 1 he>e 


signs are not always present, but when 
positive, and it is surprising how often 
tenderness, rigidit3^ and muscular 
spasm are elicited here, they lend the 
clinician an assurance that the appendix 
is involved. The left sign is occasionally 
negative when the right is positive, but 
if positive on the left it is always posi¬ 
tive on the right. 

After eliciting the response to these 
signs, we search for the caput coli, know¬ 
ing that here we w'ill find the appendix 
and the point of maximum tenderness 
and sensitiveness. Upon sensitiveness 
we depend more than anything else, as 
an indicator of the involA'^ement. It is 
the amount of involvement, estimated in 
our own minds, that tells us how urg'ent 
operation has become. And it is the 
point of maximum tenderness that gives 
us a cue as to the location for the in¬ 
cision. 

FEVER .-tND CHILLS 

Fever is practically always present in 
acute appendicitis and varies in the low 
degrees. It is the manifestation of the 
absorption of toxic products. Absorp¬ 
tion cannot occur until swelling of the 
mucosa appears; hence, when present 
it always is indicative of activity. How¬ 
ever, after acti\-it3' has been established, 
the disap])earance of a high fever and 
leucocyte count may be a good or bad 
omen. If the appendix is draining into 
the caput coli, it is good. If the appen¬ 
diceal artery is blocked, it is bad. A gan- 
grc*nous appendix does not always give 
pain and never absorbs toxins; hence, 
fever and leucocytosis may temporarily 
ili.-'atjpear only to be followed in a few 
hours b3- leakage or perforation accom¬ 
panied by a spreading peritonitis, 

t )n the other hand, when invaded bv 
certain strains of streptococci or anae¬ 
robes. the temperature elevation may 
tar e.xceed that of an ordinar3'^ case. It 
IS in this type of infection involving tlie 
appendix that the differential diagnosis 
may become preeminentiv difficult. 
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In the abseiKi. <>t concomit mt disea-^e 
pain IS the piinian nid sMiiptoni 
m acute appeiKluitis fn ')0 j,ei mit ot 
cases the invasion nt iln. ipixiuliv In tlic 
offending orgam-.iii lx gins in the imi 
cosa As nith all infl nimiitorc lesions 
the invasion is acconip initd In swelling 
The inelastic fibrous c at of tin appendix 
prevents expansion and piodiices 
strangulation Pam and lohi are the re 
suit The pam is transmitttd through 
the sympathetic ntnous si stem to the 
cord and thi ough the intei lor and latei al 
cutaneous branches ot the peripheral m 
teicostal neiies to the ibilouiinal wall 
Later the pain is localized o\ci the ap 
pendix because ot extension of the tii 
volvement througli tlie walls to the sero¬ 
sal coat and ot the sw elhng to the ineso 
appendix, which crimes season fibers 
Tne parietal pentonetini usiialh also is 
involved bv this time and it is much 
more sensitne to pain than the visceral 
peritoneum We ha\e been taught that 
m the first few bouts of the attack the 
pain IS of a diffuse colicky nature, 
spreading over the entire abdomen, but 
It inav be epigastric umbilical or o\er 
the appendix, u Iiatei er its location 

In a recent stud) of SOO consecutne 
cases of appendicitis without concoiiii 
tant disease, 67 of which were classified 
as chionic, we found the pain of the 
diffuse abdominal type m 168, epigastric 
in 107, and over McBurnei s point m 
225 


NtOSEl \NO t OMITiNG 

Nausea and \ omiting ai e i eflex symp 
toms — the result of strangulation of the 
mucosa As soon as the mucosa liegins 
to swell, the ileocecal lahe closes, a 
reverse peristalsis ensues, and the con 
tent of the small bowel is poured into the 
stomach The stomach does not tolerate 
bile unless it has become accustomed to 
It, and nausea with or without vomiting 
follows Vomiting we think is of espe¬ 


cial impoi tance and has a beai iiig on 
the gravity ot the attack 

We wei e once i eimn mg the appendix 
ot Di J iindei local anesthesia The 
appendix was noimaliv situated and 
easily visible aftet the peritoneum had 
been opened We ceiy lightly picked it 
up with a Russnn tissue torceps witli- 
oiit pulling oil the meso appendix which 
we know will piocUice pam lie laugh- 
mgiv said, ‘AVill )OU take ) 0 ur fist out 
ot my stomach W e ha\ e since i enfied 
this finding on othei patients and now 
believe that, if the mcoKement of the 
wall or the distension of the lumen is of 
sufficient degree, m all cases lomituig 
will follow the nausea In fact prac¬ 
tically all cases ot appeiithcifis w e opei - 
ate on show achancecl pathology when 
counting has been piesent It is just 
a little point, but the little points ate the 
ones that get us into the two per cent 
dnisioa Ninety eight pet cent of the 
tunc we well be i ight any W’ay 

Three himdted sixtc of om afoiemcn- 
tioned 500 cases had nausea, and 235 
had vomiting Sufficient piessure from 
within the lumen will give a complaint 
like that due to changes in the walls, 
and the earhei W'e can get the appendix 
out m a case in winch vomiting is pres¬ 
ent, the better we like it Natme is a 
wonderful doctoi She knows an empty 
bow el at i est is an ideal situation in cases 
of this kind, and until something hap¬ 
pens to check her efforts, vomiting will 
continue 

aCE FAMILY HISTOEt NUMBER OF 
ATTACKS 

Some of US pay little attention to the 
age incidence Nevertheless it has its 
importance Appendicitis is far more 
fulminating in the ver) )oung or aged 
than w hen seen hetw ecu tiie second and 
third decades of hte In the aged symp¬ 
toms are often atvpical and lupturc 
occurs without the usual warning 

The family histoi) m this disease 
also is of importance ,\orv.ndicili.-~.’s 
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sio.iso£s*ientdegree.^^^^^^^^^^^ 

'^r“^:'rlei r.nd the lymphoid 

'■° ; „ he appendix is replaced by 

tissue in .1 is^condition becomes less 

S^ed and the patient is desTOUS of 

relief, it is >'°t ="rSical. 




differential diagnosis 
-r^- ' tvith symptoms simulating 

Diseases attributed to al 

most eveiy ^2 To attempt dif- 

sillitis to tabes ^ require more 

ferentiation °lanissible here. 

time than mi^ P to our 

Nothing possibly 

attention in late 3 en- 

the abdominal sy rpP^^^.^£ore, with this 
docrine Jo little more than 

exception conditions ordi- 

enumerate ^ • the differential 

narily summai izeci u ^ 

diagnosis ?PPJ".^\TbTadder, stomach, 
Diseases ot tue ^ present the 

- and genito-unn^ 

symptoms theit nw, appendicitis. In the 

fused tvith those P conditions 

differential diagm ,2 common to 

certain q.cinselves, viz., inmi, 

all may pf^"^ ...Urino-, tenderness, rigid- 
nausea and ' ‘■ fpulse rate, and leu- 

ity, proii-n- interpretation at 

cocytosis. Ihei qucs- 

the b'^dsK ^tion ^ud practically 

tion 01 dihereno j^^.p^talization. 

always the qn^r ,^^aniiestation ot the 
The degree t end upon whether 

symptoms ehronic. . 

they are aetite .^eute lesi..n^ 

Let us Pr.t .ra-tric or <lu-'<lenal 
.o,d the rupun ^‘1 . 

ulcer.. .einpu-ni^ -u' .ippendicui. 

Willi the ■-. compare the pain 

fullv in haiui. e^ c..n 

and tenderness‘ ,.,,u,lu,.,n^ 

dilions. 1 . 1 ^ .pc J.te ■ •’ patii..!. .gy. 
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The tenderness likewise will be over the 
Ilit Sder or kidney, as the case m.ght 

Ee In perforating ulcers accompamed 
Iw leakage the pain may extend ft om the 

SsS m 4 in fo the “ 

derness is likewise extenswe. 
acute abdomens, we beheve Pa n, 
Wilderness, board-like rigidity, and mus¬ 
cular spasm present in ruptured gastnc 
or duodenal ulcer are most sevei e. ^a 
doses of morphine are leqtuiec 
lief ivhereby much smaller doses rehev 
the pain associated with the other le- 

"'We are now taught that the pain in 
the case of ureteral or gall bladder stone 
is due to a distention of the viscus ion 
pressure of the backed-up fluid and no 
kie as once thought to movement of the 
stone The infected gall bladder always 
S sensitive to perpendicular perci^sion 
over the viscus. The same type o 
derness is present in kidney mfections 
when there is retention and “^^^lon. 
Tenderness over the kidney on both 
and deep pressure is marked m tne 
presence of an obstruction to the ure er 
OV at the pelvis of the kidneyL The point 
of maximum tenderness is m the cos o- 
vertebral angle. It usually can be easily 
elicited by placing three fingers in the 
aimle and attempting to lift the patient 
when on the bed in the recumbent posi¬ 
tion. This sign may be tested on one 
or both sides at the same time. If not 
found bv this method, one must lesoi 
10 fi.t percussion. When the pain in gall 
bladder disease is not over the viscus m 
seven out of ten cases it will be lefene 
under the right scapulanext m poi^t o 
frequencv it is epigastric, and next 
der the right or left clavicle. . 

In the‘chronic conditions epigastiic 
or right hvpf.chrondriac pain, relieved 
uiihV.r without food, or increased aftei 
a full meal but diminishcfl after a sinall 
one. is of importance in the difterentia- 
linii of gastric and duodenal ulcers, ram 
on tile inge-tion of food mggests a 
.unnach inw'Ivyiiient. while pain accom- 


usu: 
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Whea toxins are present in the ap¬ 
pendix without absorption and the case 
appears in the afebrile state, one must 
rely principal!) on om old frienfk, pam. 
tenderness, and iiniMulai injiditr, foi 
guidance. 

Chills occur nith the te\ei onh nhen 
the involw'ng' organisin' ,ind then prod¬ 
ucts, or both, arc thrown into the Mood 
stream in large i|U mtitas, sonietimes al¬ 
most oventhelming tlie p.itient 

Bi fion era \ r 

The total lencoci te count is .1 lahtable 
aid m estahhshing- a diagnosis. The 
polymorphonucle n UucocMes and the 
shift to the letl liescnhed In Scinllmg 
are most helpful in deterninung the re¬ 
sistance of the patient tow aid the invad¬ 
ing organism and the fulminating char¬ 
acter How et ei, m a ft ank case of acute 
appendicitis the practice of sending a 
technician to the home for a blood count 
is a bad one Mot onl\ are the histor) 
and phj’Sical findings of far greater im¬ 
portance, but 111 the end tlie physical 
findings niiist he the lactoi in the main 
decision — the adusahdity of opera¬ 
tion The (lelai lirought about In this 
practice is not onh umiecessai y, but may 
he a contnhnting tactoi to a nioi tahty 

t HKONIC AI>PrNDIClTIS~\PPENDICOSIS 
A few yeais ago, for lowei right ab¬ 
dominal distress so many normal appen¬ 
dices were removed wathout relief that 
a period followed m which surgeons 
hesitated to rcniow the appendix m 
the .ibsence ot \ ery definite tnlmmatmg 
symptoms The existence of such an 
entity as ciiromc appendicitis became 
<(uestional>!e 

For many years ue have been teach¬ 
ing the stndent.s in the medical school 
that there are two kinds of appendicitis; 
appendicitis of tlie walls and appendicitis 
of the lumen of the appendix, or appen- 
dicosis .-Vppendicosis may he respon¬ 
sible for the development of an acute 
ipcndicitis 01 the walk 


The term “chronic appendicitis” from 
the pathologic vieivpoint should be lim¬ 
ited to certain cases of appendicitis of the 
wall. When infected by tlie usual organ¬ 
isms, ordinarily an appendi.x with wall 
involvement does not long lie in a qui¬ 
escent state, it becomes fulminating, 
ruptures, and acts as a focus for a local¬ 
ised or diffuse ])eritonitis; or the inflam¬ 
matory' process subsides, and the round 
cells are replaced hy fibroblasts, the 
process finally terminating in a mass of 
scar tissue formation. When attacks of 
acute inflammation occur at irregular 
intervals, we are in agreement that the 
process should be termed “recurrent ap¬ 
pendicitis.” ^^''e also are in agreement 
that if a sufficient number of attaclcs 
occur, the appendi.x may become a cord¬ 
like mass knoyvn as "appendicitis ob¬ 
literans.” Somewhere between acute ap¬ 
pendicitis and appendicitis obliterans, 
chronic appendicitis must be found. The 
symptoms of this tyjie of appendicitis 
will depend upon the complications and 
sequelae of previous attacks of acute 
appendicitis more than upon the condi¬ 
tion of the wall of the appendi.x that is 
left in. If these are such as to produce 
deformities fi om adhesions that w'ill in¬ 
terfere w itli phy'sioiogical functions and 
give symptoms, tin’s type of chronic ap¬ 
pendicitis is a surgical disease, other¬ 
wise it is not. 

The symptoms in appendicosis are 
((mte different from those proiluced by 
appendicitis of the w'all and are mechan¬ 
ical rather than infectious. The patient 
does not complain of pam, liut of a dis¬ 
comfort over the appendix. Tlie discom¬ 
fort IS an appendiceal colic due to pres- 
suie vvithm the lumen. The appendi.x is 
signaling that it is packed and trying to 
empty itself similar discomfort is 
e.xperienced in cecal sta.sis. In appendi¬ 
cosis the caput coli may be palpated but 
it is not so markedly distended as in cecal 
stasis. Xeither are there iiositive left 
and right Morris signs tb- 
cam 111 difterentiatinii. \' 
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If the clinical picture is against the dis¬ 
ease under consideration, if the disease 
is not acting as it should according to 
its duration, and if the physical findings 
are not in keeping with the clinical pic¬ 
ture in general, defer operation until 
such a time as developments are satis¬ 
fying. 

TREATMENT OF APPENDICITIS AND 
ITS COMPLICATIONS 

The treatment of appendicitis now is 
considered surgical beyond question, but 
the technic of operation seems to be 
a matter of individual taste. We should 
have passed through three eras of sur- 
geiy — the antiseptic, aseptic, and an¬ 
atomic —■ and should now be in the 
fourth or physiological. During the 
aseptic era we feared the microbe be¬ 
cause Leuwoenhok of Delft had proved 
its existence. During the anatomic era 
we feared nothing, because asepsis had 
taught us that in the absence of germ life 
the human body could be subjected to 
many kinds of long incisions, and the 
viscera could be manipulated in a 
hitherto undreamed of manner. Long 
incisions and extensive manipulations 
became quite popular. It was said that 
long incisions would heal as quickly as 
short ones, so why not use them and take 
a good look? Explorations became quite 
common, prolonged the operation, re¬ 
vealed little, and in many cases were 
dangerous. In time it was found that 
long incisions, except in the skin, did 
not heal as readil}" as short ones. Pa¬ 
tients who had had incisions from the 
ensiform cartilage to the symphysis 
pubis began to come back with large 
ventral hernia. These hernia were hard 
to repair. Patients died from complica¬ 
tions, such as pneumonia, and secondary 
repairs were not always successful. 

Something had to be done about this 
and so we entered the physiological era 
in which most of us should now be work¬ 
ing. Careful study should be made of 
all patients before subjecting them to 
operation. X-ray examination of pa¬ 


tients in suspected acute appendicitis is 
of little value. Because of the delay and 
required manipulation of the patient’s 
abdomen, probably such an examination 
seldom is justified; flat pictures, how¬ 
ever, may aid in determining the 
presence or absence of gas in perforating 
ulcers. 

On the other hand, with patients sus¬ 
pected of having chronic appendicitis, 
an x-ray examination is of the greatest 
value; and whenever there is any doubt 
about the diagnosis, it should not be 
omitted. Such findings as tenderness 
over the appendix which shifts with its 
change in position, fixation of the ap¬ 
pendix, and pain referred to other parts 
of the abdomen by pressure on the ap¬ 
pendix are valuable diagnostic signs 
elicited by x-ray examinations. Should 
the appendix not be normally situated, 
the x-ray will reveal the abnormal loca¬ 
tion. Besides the direct signs of api^en- 
diceal involvement, such examinations 
as cholecystography, the barium meal 
examination of the stomach and duo¬ 
denum, the examination of the colon, 
and the examination of the urinary tract 
for calculi help eliminate most of the 
conditions confused with appendicitis. 
In suspected acute appendicitis in chil¬ 
dren, we like to have our roentgenologist 
assure us that his films do not show any 
involvement of the right lung with re¬ 
ferred pain into the lower right abdomen 
before we proceed with an operation. 

After collecting all the data possible 
on a case, the operation should be plan¬ 
ned with the view of suljjecting the pa¬ 
tient to the least possible risk. Once a 
diagnosis is established, the operative 
procedure should be governed accord¬ 
ingly. Should the pathology necessary 
to account for the symptoms not be 
found on the approach of the affected 
part, then and then only is exploration 
justifiable. Our leading authorities now 
agree that neither the hand nor the eye 
can find more than five per cent of the 
abnormalities that cnnnot be found be¬ 
fore exploration. 
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panyiiig duodenal in\oKcuient u^mlK 
develops sever.il h )Ui s aftei (itini?' 
Sometimes the evtiim,, iiie.il will lehevc 
the pam experience 1 during the afici 
noon Do not lost si^ht of the tact that 
gastric and diiodcn il uhtis ni i\ exist 
conconntanti} In eitlu c isc the pain 
IS accompanied In ,ind piol ihlv due to 
distention of the visciis In mist vises 
of duodena! ulcei tin dnguisis is luadc 
easy bv the location and ch n icli i ot the 
pain The time of onset a dis ijiiic irance 
of pain on the ingestion o mod the 
alternation of attacks with intervals of 
good health, abdominal distention belch 
ing of gas and the ihsenee ot nausea oi 
vomiting in the piesence of constipation 
are sjinptoms wlneh when added to the 
findings of Iiv pci chloi hydna bv means 
of a test meal occult blood in the stool 
and an ulcei defoi nut} b} means of the 
X I ay will, of couise leniove the diag¬ 
nosis from the field of the impossible If 
the ulcei is located in tlie stom.ich, the 
pain and discomfoi t appear shortly aftei 
eating These patients aie seldom free 
of pam unless the stomach is entirely 
empty Unless thei e is some obstruction 
at the p} lonis or bleeding at the bed of 
the ulcer, vomiting is not customaiy 
Occult blood 111 the stool is not seen as 
often as in cases in which the iilcei is 
m the duodenum The almost constant 
piesence of the gnawing sensation .and 
distinct epigastric discomfoi t is help 
ful m the location of these ulcers 

If these S 3 iiiptoms aie acconip.iniecl 
by a sense of pressuie and fullness in 
the region of the gall hladdei and if there 
IS nausea without vomiting and flatu 
lence, gall bladdei mvohenient with oi 
without stones should be suspected The 
gall bladder pam also is different often 
requii mg 11101 phme foi lelicf \'oinitmg 
.also mav icheve the pain Du not ovir 
look the skill changes that ni.iv accoiii 
panv gall bladdei disease oi cliolemia 
Ph} sical ex imm.atiou m these c.ises 
often elicits nothing nioie th.m iioiiits ol 
Icndei ness, a p ilpable tumor usuallv is 


Sd 

.ibsent, and the enlargement of the 
stomach oi stomach splashing is present 
onlv when there is some obstruction at oi 
neai the pyloius, the lesult of the loca¬ 
tion of the ulcer proper, scai tissue foi 
mation, or perigastric or duodenal adhe¬ 
sions Those of you who do not have 
access to an x nay will find the so called 
motoi meal helpful lu determining 
whethei or not the stomach is enlarged 
Practically all of the meal should have 
left the stonuach m foui houis, and 
gastric lavaage will relieve the pam in 
ulcer cases However, since the pam re- 
ciii s in a short time, it is of little prac- 
tic,al impoi tance 

Fever may be absent m gall bladdei 
infection and attacks due to kidney and 
meteial stones In infections of the gall 
bladder fever v ai les in the moderate de- 
giees, while m infections m the genito 
uimaiy tiact fevei i caches the peak 
Ascending infections of the ureter de 
velop m about ten days following a 
pi Hilary unrelieved infection of the un- 
naiy bladder and of course is usually 
accompanied by fevei 

The diagnosis of appendicitis in chil¬ 
dren .and the aged, because of scleiotic 
changes in the vessels m the lattci, is 
much more difficult than m the young 
or middle aged adult, but localized pam, 
tenderness, and rigidity follow mg a pe 
nod of constipation are almost pathog¬ 
nomonic 

Time will not pci nut the discussion ot 
conditions of the abdomen due to affec¬ 
tions of the lung and kidney, abdominal 
symptoms and heart disease, t.abes, 
tubei culosis, etc , but they usually ai e 
considered before reaching a decision 
Distention after eating, epigastric full 
ness and lowci right qindrant distress 
when seen in primal v oi secondary hv- 
ixigoiidal mdw idiials sboulilnot le.ul one 
.istrav 

ludgnient is the backbune of all things 
but cannot be taught It ni.iy be gamed 
only by expeiieiice and it is indeed im 
fortunate that vve cannot pass it along 
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the I)etter the prognosis. This cannot be 
expected, however, in invasions ]\v strep¬ 
tococci, since the invasion takes place 
principally in the jieritoneal and sub- 
peritoneal lymph spaces. 

POSTOPER.A.TIVE CARE 

Peristaltic rest is of prime importance 
as is duodenal drainage through the 
nasal tube. The green duodenal content 
is the thing that kills the patient. Let 
the tube siphon it into a container on the 
floor. 

Regardless of the apparent extent of 
peritoneal involvement, all cases of acute 
grade four appendicitis and peritonitis 
are treated expectantly until the ab¬ 
domen is soft and flat with little disten¬ 
sion and rigidity, and the temperature 
and pulse are at or near the normal. 

Unless there is some special contrain¬ 
dication, we operate in cases of acute ap¬ 
pendicitis as soon as the diagnosis is 
established and treat the peritonitis 
according to the findings at operation. 
By so doing we control the advance of 
the disease. Morphine is given for its 
physiological effect, this being governed 
by the respiratory rate. The ideal respi¬ 
ratory rate is near twelve. At this rate 
there is no peristalsis. If the rate should 
reach eight, withhold the morphine until 
the rate begins to increase. Ifkhe mor¬ 
phine does not act well, use deodorized 
tincture of opium in forty drop doses. 
Give it in one ounce of water as a rectal 
injection. Digitalis is given intraven¬ 
ously with a venoclysis or intravenous 
injections. If the case is in extremis, 
give 5 cc. during or immediately after 
operation. If there is no improvement, 
repeat in 12 hours and give 1 cc. every 
24 hours thereafter. This amount is 
sufficient to keep up the physiological 
eft’ect because of its cumulative action. 
I'ontinue the digitalis until there is a 
decrease in rate and an increase in am¬ 
plitude or tension of the pulse, or nausea 
or diarrhea indicating toxicity from the 
drug. 


Nothing is given by mouth or rectum 
until we are satified tliat no damage can 
be done by it. ^Ve then ju'oceed cau¬ 
tiously. We first allow one ounce'of wa¬ 
ter by mouth every hour for 24 hours. 
If this produces nausea, distension, or 
increase in the pulse rate, it is immedi¬ 
ately withdrawn. If not, one ounce of 
any liquid except milk is allowed every 
hour the second 24 hours. Then, if well 
tolerated, liquids ad lib are given until 
peristalsis is reestablished. The patient 
then is placed on a soft diet. 

To support the patient during this 
time, we inject intravenously 750 cc. 
of 5 per cent dextrose (about 400 
calories in salt solution with 15 units 
of insulin (1 unit to each 3 Gm. of 
sugar) at least every 12 hours, or use 
a venoclysis with the same solution. The 
salt solution supplies the chlorides; the 
dextrose, the food; the water, the fluids; 
and the insulin burns up the excess 
sugar. If the progress is not satisfac¬ 
tory, as evidenced by a diminution of the 
distension with a dropping temperature 
and pulse rate, blood transfusions of 
500 cc. of citrated blood are given daily 
as an adjunct. The pulse rate should 
serve as a guide, but do not be misled 
by the digitalis effect. Use as little digi¬ 
talis as possible and watch for danger 
signals. 

Of course, if the patient is in extremis 
when seen and dehydration is marked, 
sufficient fluids must be supplied to take 
care of the loss, estimated at six per 
cent of the body weight. The average 
normal adult in bed, weighing 150 
pounds, requires 1,800 calories daily to 
prevent loss of weight and two or three 
quarts of water to prevent dehydration. 
This amount of fluid, therefore, plus the 
normal daily intake would likely be re¬ 
quired to supply the loss before the pa¬ 
tient could be put on so-called routine. 
Although it is safe to give six or eight 
quarts of fluid in the beginning, too 
much can be given and tends to produce 
edema. I ha\'e seen pulmonary edema, 
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OPERATION 

In acute cases the adult is routmelj 
given one-fourth of a gram of morphia 
and one-hundred-fiftieth of a gram of 
atropine as soon as practical after oper¬ 
ation IS decided upon and the abdomen 
IS shaved After removal to the opeiat- 
ing loom, the patient is anesthetized 
according to the piefeience of the an- 
esth( tist, thei e being no preference in the 
selection of an anesthetic in acute ap¬ 
pendicitis Ether is said to be harmless, 
but IV e prefer gas 

After the patient is anesthetized, the ab 
domen is painted with tincture of iodine The 
incision IS of the gridiron tjpe and is located 
over the appendix tlie location having been 
determined prior to operation by the point of 
maximum intensit), rigidity, and muscular 
spasm After delivery and detachment of the 
meso appendix from the appendix, the base of 
the appendix is crushed v\ itli a heniostat With 
the same ligature, usually plain catgut No 1 
the appendix and meso-appendix are ligated 
the appendix first and the meso appendix sec 
ond With another ligature both the appendix 
and the meso appendix are tied The second 
ligature senes a double purpose of reinforcing 
the first and supporting the stump during its 
sterilization For tins puriuse carbolic acid 
or cautery is used After sterilization of the 
stump the meso appendix is tied over it with 
the same ligature The stump then is returned 
to the abdomiiul cavity, due care being exer 
cised not to permit coutauiuiatioii of the ab 
dominal wall Tube and tissue drams are used 
according to indications and the abdoiiiinal 
wall IS left open or closed with the least 
amount of catgut perniissable We seldom use 
more than 30 inches of catgut in completing the 
operation for removal of the appendix 

If peritonitis IS present or expected the pa 
tients are cared for according to an outline that 
will be given later 

COMPUCATIONS 

The principal complication ol acute 
appendicitis is peritonitis This nitiv be 
localized or diffused Its extent tisiiallv 
may be determined at the time of opera¬ 
tion, and Its treatment, of course, will 
depend upon how extensive the process 
has become Often one can determine 
the extent of the peritonitis before open¬ 


ing the abdomen, and to treat it Intel 
Iigently one should be familiar with the 
anatomy of the peritoneum and the 
character of the invading organism 

On opening the peiitoneum one ma> 
encoiintei fiee fluid This fluid may be 
offensive or defensiv e If defensiv e, the 
transudate contains polymorphonucleai 
leucocytes and lymphocytes The pro 
tective flakes seen in the fluid and the 
lymph seen scattered about the bowels 
contain endothelial cells These cells are 
essential to the absorptive defensive in¬ 
tegrity of the bowel If disturbed, the 
lymph spaces beneath are opened up and 
permit ov envlielniing absoi ption Hence, 
the least manipulation possible in frank 
eases of acute appendicitis accoinpa 
mcd by tins fluid produces the best re 
suit for the patient In these casqs drain¬ 
age may or may not be employed, but 
when vv e use di ainage we feel better be 
cause It is difficult, indeed, to say at what 
time during the course of the disease 
this defensive transudate will bccoiiK 
an oftensiv'e purulent material Then, 
too, the wound will suppuiate m prac 
tically all cases 

Aftei lemoval of the appendix or the 
closure of a perforation drainage should 
be instituted in all cases of frank infec¬ 
tion, particiilai attention being paid to 
the dependent portions of the abdomen, 
accoi ding to the case \o one can tell 
me this point is of no importance In 
appendiceal cases, if the caput coli lies 
beneath the brim of the true pelvis, the 
culdesac should have first consideration 
Further, it should not be overlooked in 
any case, else when the patient is doing 
well after operation a culdesac drainage 
through the bowel inav become iicces 
sary If the caput cob lies above the 
hriin, drainage iiiav he necessarv as high 
as the duodenohepatic fossa Place the 
drams in such a manner as to relieve the 
tension and keep it relieved The less 
the tension, the less the absorption The 
better the drainage the first 24 hours 
when the peritoneal cavity is lull of pus, 
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CoNTAiiiNATED: Longest, 62 days. Shortest, 
6 hours. Average, 13 days plus. 

Tejiperature: Highest, 103.6. Lowest, 96.4. 
Average, 99.6. 

Pulse: Highest, 144. Lowest, 56. Average, 
90. 

Respiration : Highest, 50. Lowest, 16. 
Average, 22. 

Complications: 

Bronchitis, 7; pyelitis, 7; pneumonia, 4; 
pleurisy, 3; parotitis: bilateral, 3, unilateral, 2; 
cystitis (left), 2; phlebitis (left), 2; coVyza, 1; 
pregnancy, 1; nephritis, 1; fecal fistula. 1 ; 
wound sepsis, 1. 

Reentries: 

Ventral postoperative hernia, 2; intestinal 
obstruction, 2; pericecal abscess, 2; impacted 
feces, 1; diverticulitis of sigmoid, 1. 


Blood : W.B.C.: Highest, 22,500. Lowest, 
9,600. Average, 14,750. 

Oper.vtion; Buttonhole, 13. Gridii-on, 6. In¬ 
cision and drainage, 6. 

Drain.^ge: All cases. 

P.^THOLOGY ; Gangrene, 23 ; perforation, 13; 
suppuration, 25; abscess, 10; perforation, 
caput cecum, 1; peritonitis; diffuse, 25, local, 
none; pus, 22; fluid, 3. 

Temperature: Highest, 103. Lowest, 96.6. 
Average, 99.8. 

Pulse: Highest. 144. Lowest, 58. Average, 
100 plus. 

Respiration ; Highest. 50. Lowest, 18. 
.Average, 24. 

Stay in Ho.spital: Longest, 52 days. Short¬ 
est, 18 hours. .Average, 8 days plus. 

Resui.t.s: Answers to questionnaires in 68 
chronic cases; relieved, 32; not relieved, 7; 
unclaimed, 12; unanswered, 17. 


Oversights: 

No record referred to familial tendencies or 
constipation. Diarrhea was referred to in 12 
cases, cathartics in 47 cases, enemata in none. 


Deaths: 

Total Number: 25. 

Primary Cause: All cases, acute appen¬ 
dicitis. Complications: Diffuse Peritonitis. 23 
cases; hyperthyroidism, 2 cases. 

Seco.nd.miv Cause: Diffuse peritonitis, 9 
cases ■ septicemia. 6; pneumonia, 4; embolism, 
3; hyperthyroidism, 2; secondary hemorrhage, 
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Recapitulation: 

No. OF Cases : 500. 

No. OF Deaths: 25. 

Age: Youngest, 3 weeks. Eldest, 52 years. 
Average, 26 plus. 

Sex : Male, 17. Female, 8. 

Diagnosis : Clinical and pathological agreed 
in all cases. Acute: Grade 4. 

Duration : Shortest. 1 day. Longest, 7 days. 
Average, 4 days plus. 

P.mn: Diffuse, 17. McBurney. 4. Epigastric, 
4. 

N-vusea: 21. 


Vomiting: 20. 

PREVIOU.S .Attacks: First in 22. Second ,n 2. 
Fourth in I. 

Cvth.vktics; 10. Not stated in LA 
Urine: Pus. IL Blood. 1. Albumen. 10. 
Casts, 7. 


SUMMARA' 

The United States leads all other 
countries in deaths from appendicitis. 
The disease takes 20,000 people annu¬ 
ally and is the cause of one death every 
26 minutes. If prompt and proper treat¬ 
ment is given, the mortality .should not 
exceed one in every 240 cases. There 
are two kinds; appendicitis of the walls 
and ajijiendicitis of the lumen of the ap¬ 
pendix, or appendicosis. The latter may 
be responsible for the development of the 
former. Chronic appendicitis should be 
limited to certain cases of appendicitis 
of the wall. Chronic appendicitis and 
appendicosis may or may not be sur¬ 
gical. Acute appendicitis is considered 
surgical beyond question. Means of dif¬ 
ferentiating between appendicitis and 
other diseases which may simulate it 
are given. The author’s technic of oper¬ 
ation is described, .^.n analysis of 500 
cases treated at St. Ahncent’s Infirmary. 
Little Rock, is presented, in which there 
were 25 deaths. 


RfiSUMfi 

VAppcndicitc: so diffh'cnciation 

Les deces dus a rappendicite sont plus 
nomlireux aux Ltats-Unis (ju’ailleurs. 
La mortalite annuelle est de vingt mille. 
11 y a un deces du a raiipendicite chaque 




APPENDICITIS differentiation TREATMENT 


o9 


the result of too much fluid parenterally, 
mistaken for a failing heart Watching 
the bl6od chemistry is very helpful and 
will keep us out of a lot of trouble 

THE RISING MORTALITY 

The younger surgeons of today, with 
four years each in college and medical 
school and two to five years in the hos 
pital, have little regard for the old man 
with experience They feel their judg 
ment is as good, or probably better (and 
it may be in some cases) than his The 
public joins the younger surgeon in this 
idea, too He is more modern, better 
trained* Yet is there anything that will 
take the place of experience (if one is 
capable of benefiting by it) ^ 

III advised operation undoubtedly in¬ 
creases the risk 

Duration of the disease has nothing 
to do with “the time to operate “ Symp 
toms may be mechanical As long as the 
inflammatory process is limited to the 
appendix, we may operate any time with 
impunity and with the expectation of the 
irreducible minimum mortality, which 
accompanies all operations 

Furthermore, it is safe to operate as 
long as the inflammatory reaction is 
limited to the walls of the appendix and 
the peritoneum in the immediate vicin¬ 
ity thereof 

But when the appendix has luptured 
and is accompanied by a spreading peri¬ 
tonitis, characterized by evidence of dif¬ 
fuse infection (high temperature and 
pu^se rate, distension, dehydration), it is 
bettei to treat the patient expectantly — 
that IS, withhold food and drink by 
mouth and in the early stages by rec¬ 
tum — giving supportive measures by 
vein (hypodermoclysis and medication 
hypodermically) Permit abscess fonna- 
tion, after abscess formation, permit 
resolution, unless pulse, temperature, 
and general conditions become alarming, 
in which case, dram Use the smallest 
possible gridiron type of incision with a 
minimum amount of trauma 


In a series of 500 consecutive cases 
of appendicitis without concomitant dis 
ease reviewed recently by my associate, 
Dr C C Reed, Jr , and myself, we made 
the following observations 

These patients uere all treated at St 
Vincent’s Infirmary, Little Rock 


HospUal Adnttssions 
(By years) 

Personal 

Idintsstons 

Appendec 

iomtes 

Deaths 

1926 

3152 

646 

44 

2 

1927 

3695 

756 

93 

1 

1928 

3586 

725 

85 

4 

1929 

3911 

S04 

90 

4 

1930 

3314 

734 

86 

5 

J93I 

3637 

608 

62 

6 

1932 

3267 

645 

50 

3 


Our cases were analyzed as follows 

Inadence and Symptoms 
Distribution 500 consecutive cases 278 
acute 154 subacute 68 chronic All surgical 
Male, 263 Female 237 Oldest, 67 years 
Youngest, 3 weeks A\erage, 26 years plus 
Dur\tion of Att\ck on Admission Acute 
Cases longest 21 days shortest 6 hours Sub 
acute Cases longest 9 months, shortest, 12 
hours Chronic Ca<es longest, 12 years 
shortest, 3 >ears 

Loc\tio\ of Pain Diffuse, 168 Epigastric 
or umbilical 107 McBurney’s point 225 
Onset Nausea 360 Vomiting 235 Nausea 
and vomiting not mentioned in others 

Number OF Attvcks First m 222 Second 
in 106 Third, m 113 Others, 60 
Urine Pus 193 Blood 19 Albumen, 73 
Casts, 42 Not examined in 18 
White Count Cases, 33S Highest, 36,000 
Lowest, 4 000 A^erage, 11 950 Not done in 
162 

Operations 

Incision and Drmnacf Buttonhole 336 
McBumey gridiron, 110 Incision and drainage 
24 Drams used in 17o 

Patholog\ Suppuration 225 Gangrene, 
137 Perforation, 78 Fluid 79 Pus 106 
Abscess, 37 

Peritonitis Diffuse 242 localized, 113 
Acute cases without peritoneal involvement, 77 
Wound Inffction In the 77 acute and 68 
chronic cases there were 6 

Slay i« Hospital 

Clean Cases Long'*^* 4 

days Average 8 days 
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pendicite cronica si dovrebbe limitare 
a certi casi deH'appendicite della parete. 
L’appendicite cronica e I’infianimazione 
del canale appendicolare possono essere 
o non possono essere chirurgiche. L'ap- 
pendicite acuta e considerata chirurgica 
oltre ogni dubbio. I mezzi di differen- 


ziare fra I’appendicite e le altre infer- 
mita le quali possono stiniolarla sono 
dati. II tecnico deiroperazione deU’au- 
tore e descritto. Un’analisi di cinque- 
cento casi trattati aH’Infermeria di San 
Vincenzo, Little Rock, e presentata, 
nella quale ci furono venticinque morti. 




VISIT THE EXHIBITS AT NATIONAL ASSEMBLY 


Phospho-Soda (Fleet) 


Comper Manufacturing Company 


Phospho-Soda (Fleet), to be on exhibit at Booth 
No. 16, is a highly concentrated and purified, 
aqueous solution of sodium phosphates. It is non¬ 
toxic, rapid but mild in action without irritation 
of the gastric or intestinal mucosa. Indicated for 
hepatic dysfunction, and for its thorough elimi¬ 
nating and cleansing action on the upper and 
lower gut 


DePuy Manufacturing Company 

The DePuy Manufacturing Company invites 
ou to visit Booth No. 11. The new Litt.g Nad 
luide, which permits accurate driving ot a Smith- 
>eter en solid Nail, will be on display They will 
iso show the new Wire Clamp for holding trans- 
:erse fractures of the heads of jb.a, he new 
ive chuck Drill tor inserting Drills Pins and 
Vires in traumatic surgery, Vitallium Bone 
?ates and Screws and lS-8 non-magnet.c Nads 
-.rtreatin- hip fractures. A complete line of 
,one appliances will be on display for your in- 
jpection. 


J. B. Lippincott Company 

,on.^ the featured LIPPINCOTT publica- 
I he the phenomenally success- 

, ..ci,nrk—Blood Mudies as a <.ui<k 
took O" Steel. « 

'■"W , B •te- 

‘viTsidt acetem a. ii ■t"'? 

; K-irschner’s --Operative Mirger;. on 
Tie O' veck- tr.-inslau-d by Rav- 

, Air Passages aim -see. 

,nd Co-ates. 


The Albec-Comper Fracture Table incorporat¬ 
ing new methods of Posturing and of applying 
Traction to both upper and lower extremities will 
he demonstrated at Booth No. 26. Unusual facili¬ 
ties for control of patient in comprehensive ortho¬ 
pedic postures under traction, and unprecedented 
advantages for X-Ray examination and check are 
provided on this unicpie Fracture Table. The 
Comper Invalid Walker, Weinberger Hand-Trac¬ 
tion, Golden Localizer for Hip Fixation will also 
he on exhibit. 


Bell & Howell 

Bell & Howell Company will display the Tur¬ 
ret type 70-DA camera in booths 1 and 2, This 
camera, which permits quick easy switching of 
its three lenses, has been a leading instrument 
for years in the taking of medical motion pic¬ 
tures. .Ml accessories for taking a fine picture 
will be included in the display. Silent and sound 
projectors, of the very latest type, will be dem¬ 
onstrated. Noteworthy among these will be the 
‘Filmomaster’ silent projector, a quiet running 
all-gear driven 16 mm. machine. In addition to 
giving equipment information, booth attendants 
will he glad to inform visitors regarding all the 
various medical film sources. 


Heldbrink Kinetometers 

In Spa< e IK will be found a complete display of 
the well known Heldbrink Kinetometers, Air- 
,ator«. Tents, .oid other therapy equipment, as 
.veil ,'(!> 'hr OhiM Oroph.aryngeai Catheter Outfit. 
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vmgt-six minutes L operation precoce 
et pratique selon les regies ne deirait 
donner qu’un deces pour 240 cas II \ a 
deus. types I’appendicite mtere^s int les 
parois de I’organe et 1 ipperdieite inte 
ressant la lumiere de I organe Cette der 
mere forme en se propageint a la paroi 
peut nous donner la deueieme forme 
Pour I’appendicite aigue, le fraitement 
operatoire s’empose II j a des eas d ap 
pendicite chronique qui ne reel iment 
pas un traitement operatoire L auteur 
discute le diagnostic differential car il y 
a des processus pathologiques qui simu 
lent I’appendicite L'auteui decrit sa 
technique II analyse cinq cents cas soig- 
nes a I’lnfirmene de St Vincent, Little 
Rock, Ark Ces cas doimercnt vmgt cinq 
deces 

ZUSAMMENFASSUNG 

Dtffei eiitialdiaguose do Bhiiddai iiieiit- 
siindiiug 

Die Sterbhchkeit bei der Aiipendicitis 
1st in U S A grosser als m alien an- 
deren Staaten Von dieser Krankheit 
werden jahrlich 20,000 Personen befal¬ 
len und sie verursacht emen Todesfall 
alle 26 klmuten Bei sclmeller und rich 
tiger Behandlung sollte die Sterbhch¬ 
keit nicht ubei emen Tod m 240 Fallen 
hmausgehen Es gibt zwei Arten erne 
Appendicitis der Blmddarniwand und 
erne Entzundung des Lumens, die auch 
Appendikosis genannt i\ ii d Das letztere 
Stadium ist vieleicht fur die Entwick 
lung des ersteren verantwortlich Der 
Ausdruck ,,chionisclie Appendicitis” 
sollte auf bestmmite Falle, bti dencii 
erne Entzundung dei Blmddai inwaiid 
vorliegt, beschrankt werden Chro 
nische Appendicitis und Appendikosis, 
konnen, aber mussen niclit chirurgisch 
sem Es steht ausser Frage, dass erne 
acute Blmddarmentzundung imiiier vom 
chirurgischen Gesichtspunkt aus be- 
trachtet werden muss Es werden ver- 
schiedene Methoden angegeben um eine 
Differentialdiagnose zwischen Appendi¬ 
citis und anderen ahnlichen Krankheits- 


zustanden niachen zu konnen Die Ope- 
rationstechnik des Verfassers wird be- 
schrieben Die 500 im St Vincent In 
firmarj. Little Rock, behandelten Falle 
werden analysiert, unter denen 25 To- 
destalle vorkamen 

SUMARIO 

ApendictHs Sus Difei eiicmcioiio en 
Tiatainiento 

Los Estados Unidos estan a la cabeza 
de todos los otros paises en muertes por 
apendicitis La enfermedad tonn 20,000 
personas anualmente j es la causa de 
una inuerte cada 26 minutos Si el tra- 
tamiento es dado prontamente y en la 
manera propia, la mortahdad no debe de 
exeder a uno en cada 240 casos Hay dos 
clases apendicitis de la pared y apendi¬ 
citis de la cavidad apendicular, o apen- 
dicosis La ultima puede ser responsable 
por el desarrollo de la priinera Apendi¬ 
citis cromca deben de ser limitadas a 
ciertos casos de apendicitis de la pared 
Apendicitis agpida es considerada, sin 
duda alguna, quirurgica kledios para 
diferenciar entre apendicitis y otras en 
fermedades que puedan simularla son 
dados La tecnica de el aiitor para la 
operacion es mdicada Un anahsis de 
500 casos tratados en la Enfernieria de 
San Vicente, Little Rock, es presentado, 
en el cual hubiei on 25 muertes 

RIASSUNTO 

L'Appcndicitc La sua dtffcicnca e 
ta sm cilia 

GIi Stati Uniti precedono tutti gh altri 
paesi nei morti dall’appendicite L’mfer- 
mita prende ventiinila persone annual 
mente ed e la causa d’una morte ogm 
ventisei ininuti Se si da pronta ed 
adatta cura, la mortalita non ecccdcrebbe 
uno in ogm duecentoquaranta casi Ci 
sono due specie L’apjiendicite delle 
pareti e rmfiammazione del ' ai 
pendicolare Ouesta puo’ 
sabile per lo sviluppo di ’ 
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and' rigidity with a mass in the right 
hypochondriac region, accompanied by 
high fever and rapid pulse. 

There is absolutely no danger in wait¬ 
ing for a gallbladder to “cool oft'.” The 
important requisite,_ however, is that the 
patient be hospitalized. He should re¬ 
ceive absolutely nothing by mouth. All 
nourishment should be given paren- 
terally. Then practically every inHamed 
o-allbladder will subside within 12 
to 24 hours. The tenderness over the 
rio-ht hypochondriac region sulisides, the 
m?ss is reduced, tlie pulse and temi)er- 
ature return to normal. Under this 
treatment perforation need not be teared 
at all because in only one instance m 
mv experience has a pertoration occur¬ 
red during the waiting period, liven in 
this case the symptoms were alioned to 
subside and operation was not pei- 
formed until five or six days to low mg 
the admission of the patient to the hos- 
nital It was not known that pei loration 
ad occurred until the time oi operation 
because the gallltladder was adherent to 
the parietal peritoneum. Our experience 
with acute perforation ot the gallblad¬ 
der includes the historv ot one other pa¬ 
tient. In this case an immediate opera¬ 
tion was performed and the patien ,e- 
covered because the signs and symiitom.^ 
o?the rupture with genera peritonitis 
r.^rimiized. The pathologic an- 
were , the gallbladder to the 
duodcmun sm. at op^ra- 
r arc evidence tl.at per.orat.ons to 
^ V ormiiis occur tairly tre- 

quenily. I>ut rarely c.aure .liltnre perno- 

nitis. 

V ,-..^iilt of emergency (.iterations 
" .n inema of the gallldadder. 
lor -lud mortality will he 

Pv Jmergeiicv is meant an oj.- 
greatei. • ^^.j-formed within an hour 

I r rile ..aiienf- ad,„i.d..n ... 
^'nital. One pr.i.inne.w <nr:ee..n 
the le- ,j. ,i-t;;H’v u: cO per een: I..I- 

low.nI =!'“-Wi,,V.!,h.r.'He ha- a ..v 
Cilia ol tot. 


ified his procedure by performing chole- 
cystostmies only in acute cases. As a 
result of the liver damage encountered 
in acute cases, it is obvious that deaths 
following cholecystectomy will increase. 
Sufficient time should always lil; allowed 
for the estimation of the blood chemistry, 
the administration of glucose, blood 
transfusions when necessary, and the 
ultimate subsidence of symptoms as 
gauged by palpation of the abdomen. 
Again, many patients operated on in the 
acute stage must undergo two opera¬ 
tions: a cholecystostomy. followed in 
about four to six weeks b)^ a cholecystec¬ 
tomy. Couvalesccuce following the sec¬ 
ond operation is usually a stormy one. 

CHOLKCYSTECTOMY VS. 

CHOLl'XY.STOSTOMY 

•As a surgical procedure the superior-, 
ity of cholecystectomy over cholecystos¬ 
tomy was acknowledged many years 
ago. The pioneers in this type of work 
believed that cholecystostomy had a 
lower mortality than cholecystectomy. 
The actual ex])crience of surgeons 
showed that this was an erroneous con¬ 
clusion. At the present time there is a 
mild enthusiasm again for the return of 
the operation of cholecystostomy. This 
may he due partly to the fact that many 
surgeons are adv(X'ating operations 
upon acute empyema of the gallbladder 
as an emergency measure. 

'fhere is a very limited field for the 
operation of elK.lecystostom}^ It may 
he performed on jiatients who are very 
l.ad risks, in the aged, in acute conditions 
ni the gallbladder, in acute pancreatitis, 
and chronic cholecystitis without stones. 
('holee\'vtostomv may also be done in 
tho>e patients in whom a diagnosis of 
liigh-iying acute appendicitis has been 
made, l.ut in wIkjiu instead an acute 
vmi>\ema of the gallbladder has been 
I’oumi at operation. 

< riCn.KCYSTF.CTO.MY iX J.-\UXDICE 
Ilefore we were aware of the thera- 
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T he topics to be considered in this 
paper are the transverse or sub¬ 
costal incision versus the longitu¬ 
dinal incision, immediate or delayed op¬ 
eration for acute inflammation of the 
gallbladder, cholecystectomy versus 
cholecystostomy, drainage versus no 
drainage following cholecystectomy, 
cholecystectomy m the presence of jaun¬ 
dice, cholecystectomy from above or be¬ 
low the liver border, reasons for opening 
the common duct, T tube versus straight 
tube for diamage of the common duct 
and the best anesthetic to use for upper 
abdominal operations 

TRANSVERSE VS LONGITUDINAL 
INCISION 

I cannot speak from personal experi¬ 
ence concerning the advantages of the 
transverse or subcostal incision. It is 
claimed that the upper abdominal con¬ 
tents can be more easily explored and 
operated upon through the transverse in¬ 
cision, and that incisional hernia devel¬ 
ops less frequently following this technic. 
One disadvantage is that the appendix 
cannot always be reached through this 
incision. It would be necessary, there¬ 
fore, to make an additional incision if an 
appendectomy is contemplated. The 
technical procedures performed through 
the transverse incision can be accom¬ 
plished just as well through a vertical 
incision. When a vertical incision is 
used in women patients, it is always pos¬ 
sible to remove the appendix and 

♦Read before the Section on General and Ind 
December 11, 1939 


examine the genital organs. An addi¬ 
tional incision may be necessary occa¬ 
sionally in men to perform an appendec¬ 
tomy. Incisional hernia has occurred less 
frequently following the vertical incision 
since spinal anesthesia has been used. 

For the past ten or twelve years, dur¬ 
ing which spinal anesthesia has become 
the method of choice in all upper ab¬ 
dominal operations, I have changed the 
location of my vertical incisions. Former¬ 
ly it was customary to start the incision 
in the epigastric region, but in using 
spinal anesthesia the epigastric region 
was not always anesthetized. It is now 
my custom to incise the abdomen in a 
vertical direction directly over the loca¬ 
tion of the gallbladder, which is approxi¬ 
mately at the right border of the rectus 
muscle. 

IMMEDIATE OR DELAYED OPERATION 

Controversy has permeated the pro¬ 
fession for some time as to whether it is 
better to operate upon a “hot gallblad¬ 
der” or to wait until it has “cooled off” 
before performing cholecystectomy. 
Much depends on whether “acute cho¬ 
lecystitis” is a clinical or a laboratory 
diagnosis. This causes confusion be¬ 
cause the laboratory diagnosis of 
“acute” inflammation of the gallbladder 
may have been made after the subsi¬ 
dence of the attack; operation can there¬ 
fore be performed with safety. But a 
gtallbladder that is clinically acute gives, 
very definite signs of marked tenderness 

istnal Surgery, Philadelpliia County Medical Sodety, 
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peutic value of \itamni K and lule 
cholecystectomy in the pii seme ot jaun 
dice was a danq;cious ])ioceduie \l ina 
patients died as a result ot the uncon 
trollable oozint> which toileted strip 
pinsr of the gallhladdei from the liter 
ft is now safe to pei foini a choletvstec 
tomy during the cotiise of an operation 
on the eoinmon duet jiruMdi 1 ihe 
thrombogenic time has fust been esti 
mated and the propei dose ot \ it iniiii K 
and bile salts has been administered 

To all jaundiced patients \itimin k 
and bile salts should be gnen tom da\s 
befoic opeiation and continued foi at 
least a week aftei opei ation 

METHOD OF APPROACH 

While the gallbladdei nia> bereinoteel 
from above, the prefeiable method is the 
one that attacks the blood supply first 
It then becomes an anatomic operation 
because aftei the right free bordei of 
the gasti ohepatic omentum is opened, 
the ducts and the blood vessels are 
reached at their oi igiii When the gall¬ 
bladder IS lemoved from above down¬ 
wards, the field of operation is covered 
with blood as a result of its separation 
from the hvei The oozing of blood 
from the liver surface is always annoy 
ing and prevents proper visualization of 
the stiuctures 

DRAINAGE AFTER CHOLECYSTECTOMY 

For many 3 ears I advocated drainage 
of the gallhladdei fossa following 
cholecystectoni)' For the past 10 or 12 
yeais exactlj' the reverse has been iny 
rule It IS now the exception to dram, 
but the field of operation must be free 
of blood and bile during the operation 
Should leakage accidently occur during 
the removal of the gallbladder, the ai ea 
must be drained Convalescence without 
drainage is smoother than in those m 
whom the opeiatne site has been 
drained It has been necessary m three 
patients to leopen the abdomen and ni¬ 
sei t a dram One patient required a 


posterior colpotomy, the onl) one who 
died fiom bile peritonitis following the 
no diamage” technic 

The occurrence of subhepatic or sub- 
pliienic collections has been less follow'- 
nig the “no drainage” technic In clean 
cases when patients were drained a sec- 
ondar)' infection sometimes developed 
Ihis lead in several cases to the forma¬ 
tion of a subphrenic abscess 

EXPLORATION OF COMMON DUCT 

The indications for the exploration of 
the common duet during the opeiation 
of cholecystectoniv aie a pievious his 
tor)' of jaundice, a dilated thick walled 
common duct, and one m which stones 
can be felt Stones were present m 12 to 
19 per cent of the patients who had 
cholecj stectomy done It must be dis 
tmctly understood that m every case in 
which the common duct is opened there 
IS additional danger both as to morbidity 
and niort.ahty After the duct is incised 
and the various instruments foi the re¬ 
moval of the stones have been utilized, 
the duct should always be syringed under 
pressure 111 order that adhei ent sand and 
stones maj be removed f 10111 the common 
and hepatic ducts Special attention 
must be given those stones that are 
embedded in the ampulla of Vater Since 
it is impossible to remove them through 
an incision in the common duct, a trans 
duodenal operation must be performed 
A choledochogram done at the time of 
such operation is important, but the 
operating room must be properly equip¬ 
ped to cairy out this plan After the 
opeiation another choledochogram i^ 
taken in order to determine whether the 
coniinon duct is patulous and free of 
stones 

T TUBF VS STRAIGHT TUBF 


Nothing introduced 111 3 of 

eoinmon duct is moie si 

method of drainage < t 

tube follow mg oper.il 
ture For this purpi es 
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nii.’i; cl (ircnaj^'c no cs ncccsario. colccis- 
tocfomia cii !a prcscncia do idcricia no 
ticnc i)c!ii;r() ahora, sicinprc (|uc vita- 
inina K y sales hiliarcs sea adiuinistrada 
antes y dcspiies do la operacidn. La opc- 
racidn dche do scr lieeiia do ahajo. id 
eonducto coimm debo do scr explorado si 
esia diiatado y si una historia previa do 
ietericia lia sido obtenida y si piedras 
estan presentes. Id tui)o T es muy nece- 
sario on eiruj^ia del condiicto conum. 
Aneslosia esi)inai es la uiejor do lodas 
las anestesias on cirn^ia tie la parte 
superior del abdomen. 

RIASSUNTO 

huiicasioiii (’ scclhi di proccdiiiu'iili 
t-liinir;^ici nclhi iiudattia della 
eistifcllt'a ('hintri^ici 

Dopo la presema/.ione di (lUti e tine i 


lati del so_L;j.>elU), le eonclusioni ra.^a^i- 
uiUe sono ehe rincizione irasversale e 
preieribile alia ineizione veiiieale; iin' 
operazione tli enieryenza non si dove nuii 
fare per acuta empieina tlella cistifeliea: 
la ettleeisieetoinia e superiore alia eole- 
eistosloinia: il proseiiyyanienio non e 
neeessario; la eoleeisieeloinia nella pre- 
senza della itterizia e adesso un’opera- 
zione sieura purehe si diano \'ilan\iue K 
eti i sali di bile priina e dttpo Loperazione. 

I. oj)erazii)ne deve essere falla in pin. 
II canale connnune si deve esaniinare a 
Itmdo se e dilatato. o se una storia pre- 
eetlenle ili itterizia si e oltenuta. e se si 
1 1 oeanoealcoli biliari. 11 \'aso ct>nduttt're 
I e nn apyjinnto neees.sario nella ehirur- 
i^ia tiel eanale eoiiininne. I.’anestesia 
spinale e il pin sienro di tutli ^ii anesle- 
tici nella ehiruri;ia deli'addome supe¬ 
riore. 
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A better esaniin itMP ,i thf abdomen 
can be made «itii '' I i t ter method 

2 An emei r 1 ' >pi r ition should 
never be pei foi Hit u Lite emprema of 
the gaiibiaddei li • Kaluaisanop 
portune time ( i ler date when a 
choiecystectoim i o 1 pertorincd 

3 There il'> 'eiin to be any 

justification lot i , > tertiue ot chole- 
cystostoim in - n i ,is a cfiolec} stec- 
tomy has bem ) i nd fui man\ jears 
past the supti 1 i tiation 

4 ProLidul IK ^ Mil p of the technic, 
dramageatu' ii U < >. stectonu is unnec¬ 
essary 

5 Cholm ^ti aoiin in the picseiice 
of jaundice i- ii k\ i safe operation pro 
vided \itaiimi K ind bile salts aie ad¬ 
ministered bell 11 L and after operation 

6 Choleci'Uitonn should alnat s be 
perfoi med fi oiii below 

7 The common duct should always 
be explored if dilated, it a prerious lus- 
toi V of jaundice has been obhimed and 
if stones are piesent 

8 The r tube is a necessan adjunct 
m the performance ot surgery of the 
common duct The straight tube has a 
limited application onh 

9 Spinal .mesthesia is the safest of 
all anesthetics in upper ahdoiiiinal sur 
gerv 

RgSUMfi 

/iidicatwiii et chon dc fn acedia ct 
ops atones dans tes maladies dc 
la v^sicide hdiaiie 

Apres ayoii presente les opinions con 
traires sur la question ! auteur afnrmc 
que I’mcision traiisyei sc est preferable a 
I’lncision verticale, la cholecysfectonne 
est preferable a la cholecystostomu. le 
drainage n est jias necessaire Mane 
dans les cas on il y a launisse, la cboic- 
cystectomie n est iias une operation daii- 
gereuse si on adnunistre an malade avant 
et apres I’acte opei atoirc des vitaimncs et 
des sels bihaires Si le choledoque est 
dilate il faut I’explorcr On explore a 


ce conduit aussi si le malade a eu des 
attaques precedentes des jaiinisse, si des 
calcuis sont presents Le tube en T est 
im accessoire utile dans la chiiurgie du 
choledoque L’anestliesie rachidienne 
offre le plus de sccurite, pour les inter¬ 
ventions de la ca\ite abdommale supe 
neure 

ZUSAMMENPASSUNG 

Indication tind IVali! del GaUenblascii- 
opciatwncn 

Der \'erfassei kommt, nachdem er die 
\ erschiedenen Gesichtspnnkte erortert 
hat, zuiu Schhiss, dass die Quermcision 
dei \ ertikaleii \ orniziehen ist Erne so- 
tortige Operation soli nicht vorgenom- 
nieii ueiden, yvenn ein akutes Empjem 
yorhegt Cholecvstektomie ist voiteil- 
hafter als Cholecvstostomie Diamage 
ist nicht notwendig Choiecjstektomie 
in Gegenwart von Ikterus ist zu emei 
ungefahrhehen Operation geyvorden, 
yorausgesetzt, dass Vitamin „K” und 
Gallensalze vor und nach der Operation 
yerabreicht werdeii Die Opeiation 
sollte yon unten yorgenommen werden 
Der Ductus Choledochus imyss untei- 
sucht yyeidtn, yyeiiu cs erweitcit ist. 
ueiiii Steine yoihaiideii sind, odei weiin 
der Patient fruher Ikteius Intte Em 
,T” Dram ist cm iiotw eiidiges Utensil 
fur Operatioiieii am Ductus Choledo 
chus Spinale Anaestesie ist fur allc 
Oberbauch Operationen die sicherste 
\arkoseai t 

SUMARIO 

Indicacwnei v piocedcici qntriii ^icos a 
escogei cn las cnfcnncdodcs dc la 
sciicida bihai 

Las concluciones a que se llcgaron 
despues de la presentacion de ambos la 
lios de la discucion es de que las luci- 
sioiies transversales son preferidas a l.i 
vertical, una opcracion de emergencia 
luinca debe de ser hccha por ■ em- 
picma agudo de la yesicula 1 ' 

cistcctoiiiia es superior a la 
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Surger}^ has not yet justified its in¬ 
tervention. A study of the literature 
shows a ten per cent mortality for the 
average clinic and time required for 
doing the required cholecystectomy. The 
time from the tenth to the twentieth day 
after onset has the highest mortal it}' 
for a cholecystectomy. Table 2 reports 
384 cases which were operated upon 
within 48 hours of onset with a mortal¬ 
ity of only 2.6 per cent. 


P.-tTHOLOGY 

The study of the pathology disclosed 
by operation upon the living has done so 
much to clarify our understanding of 
intra-abdominal disease that the opera¬ 
tive findings and the gross appearances 
in my 76 cases may be worth present¬ 
ing. A study of the specimens has led 
me to classify them into two groups, 
namely: (1) the uncomplicated, of 
which there were 37; and (2) the com¬ 
plicated, of which there were 39. 

1. Uncomplicated Cases. Laparotomy 
reveals a gall sac about twice the normal 
size, of purplish pink color; the peri¬ 
toneal covering still retains its luster. It 
is tensely distended, often covered by a 
few frail omental adhesions. Its con¬ 
tents are slightly bile stained, sero- 
mucous, often slightly purulent. In 35 
of the 37, the cystic duct was obstructed 
by a large stone impacted in Hart¬ 
mann’s pouch or a smaller stone impacted 
in the mouth of the duct. In the ma¬ 
jority, a large stone was the cause of the 
obstruction. The gross specimen shows 
walls from 0.5 to 1 cm. in thickness, 
more like an edema than an inflamma¬ 
tory swelling. The mucosa sometimes 
.shows necrotic patches, is soft, and is 
easily rubbed off from the underlying 
hbrous coat. The operative findings in 
are found in operations done 
first week. 

'viih ?uch 


a fibrous sac containing stones. Recur¬ 
rent attacks are the most frequent sequel 
of relief from medical treatment. 

2. Complicated Cases. There were 39 
in this group. Stones were present in 
37. A perforation was found in 7 with 
e.xtravasation of pus and stones into a 
pocket. These pericholecystic abscesses 
were effectively circumscribed; as bile 
no longer enters such a gall bladder, the- 
danger of infection spreading from such 
an abscess is e.xtremely slight. Gan¬ 
grenous areas are found in 25 per cent 
of these gall sacs. In these cases, the 
gall sac is co\'ered by dense adhesions, 
making the operation for its removal 
much more difficult than in group one. 
This is the type of morbid anatomy 
found after the first week and is plainly 
incurable by vis medicatrix naturae. 
Fistula into the duodenum or colon is 
not uncommon. Removal of the gall 
bladder is essential for cure. Without 
removal, an empyema of the gall sac is 
the best result that can be expected. 
This, along with the dense adhesions 
impairing the functions of the stomach, 
leaves the patient with a persistent in¬ 
tractable dyspepsia. 


TRE.ATMENT 

The favorable experience with partial 
resection of the gall sac leads me to 
regard it as the operation of choice in 
all acute cases in which anything more 
than simple drainage is considered safe. 
The technic I have followed is as follows. 

The tensely distended sac is emptied by 
aspiration, opened, the stones removed, and its 
cavity swabbed out with iodine. .An iodine pack 
is left in the sac. \s'hile the cystic duct and 
artery are exposed and tied. The sac is tiien 
excised, either from above downward or from 
below ujiward. leaving the portion attached to 
the liver undisturbed. From this portion the 
softened mucosa is easily removed by rubbing 
with gauze, preferably saturated with iodine. 
In these acute cases the gall sac is easily pulled 
off its bed in the liver by traction, and so too 
much force by the assistant in elevating the gall 
“^ac most be avoided In one case in which the 
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JOURNAL OF THE INTERNATIONAL 


COLLEGE OF SURGEONS 


Die Operationstechnik wire! ebenfalls 
beschrieben. 

a. Pai tielle Cholecystekoniie wurcle 
in 31 cler 76 Falle vorgenomnien, wobei 
1 Todesfall eintrat. 

SUMARIO 

Colecistitis aguda 

(1) El aiitor concluye que mas infor- 
macion con respecto a colecistitis aguda 
es requerida, especialmente con respecto 
al tratamiento medico. Los datos pre- 
sentados aqui muestran que el trata¬ 
miento medico fracasa en el 20% de 
todos los casos. 

(2) La anatomia morvida muestra 
que operando en los 76 casos del autor, 
la tecnica por la cual es decrita, fuerte- 
mente soporta la creencia que tales casos 
no son curables por tratamiento medico. 


(3) Colecistectomia parcial fue hecha 
en 31 de sus 76 casos, con una fatalidad. 

RIASSUNTO 

Colcsistitc Acuta 

( 1) L'autore conclude che bisogna 
avere piii informazione in quanto a 
colesistite acuta, specialmente riguar- 
dante la cura medicinale. La data qui’ 
presentata mostra che la cura medicinale 
non riesce in circa ^'enti per cento di 
tutti i casi. 

(2) L’anatomia morbosa rivelata 
dall’operazione nei settantasei casi dell’- 
autore, il tecnico pel quale e descritto, ap- 
poggia fortemente I’idea che tali casi 
non sono curabili per cura medicinale. 

(3) Colesistettonha parziale fu fatto 
in trentuno dei suoi settantasei casi, con 
una fatalita. 


CLINICAL ORTHOPEDIC SOCIETY 

Dr. H. Earle Conwell, of Birmingham, Ala., 
was elected president of the Clinical Orthopedic 
Society at the annual meeting of the society held 
October 13 and 14 at Oklahoma City, Okla.. and 
Little Rock. Ark. 


Dr. C. A. Stone, of St. Louis, was chosen 
vice-president and Dr. M. O. Henry, of Minnea¬ 
polis, secretary-treasurer. 

A clinical program was given in both cities 
under the supervision of the Oklahoma Clinical 
Orthopedic Society and the .Arkansas Medical 
School. 

The association, the largest of its type, is 
unique in that its work is entirelj' clinical. 


MILWAUKEE SOCIETY OF CLINICAL 
SURGERY 

A symposium on biliary surgery was held at 
the meeting of the Milwaukee Society of Clinical 
Surgery on November 28 at the University Club 
of Alilwaukce. 

Dinner, served at 6:30, was followed by tlie 
scientific program. Dr. Armand J. Quick, 
associate professor in the department of pharma¬ 
cology, Marquette University School of Medi¬ 
cine, spoke on ‘'Consideration of Prothrombin 
and Vitamin K in SurgeryDr. W. J. Carson, 
on “Surgery of the Biliary Tract;” and Dr. 
Max Bornstein discussed both papers. 

Dr. Karl Schlaepfer is ])resident and Dr. Kd- 
ward 0. Gcrtenbach is secretary of the Society. 


-o- 


dues, as well AS DUES FOR MEMBERSHIP AND ASSOCI- 
DR. payable now and should be SENT TO 

- golden, DAVIS MEMORIAL HOSPITAL, ELKINS, W. VA. 
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iac was i.onip}etely puUc } rti / { <, 

convalescence resulted 1 t v n , ■" i 

of the gall sac ka\es a <U'n '( iJ t 

on the Iner which, I bcl’L\< l - v nt- 
danger of toxemia, and lO \> h t h > td 

"liver death " 

TAHl L 3 

CASES OPERATED L'POx I -D- THOR 


iVo 0{>etaltoii O'atlis 

18 Cholecjstostoiin 0 

31 Partial cholecj stecto ii> 1 

27 Complete choko'lcctonij A 


All cases of acute cholecystitis except¬ 
ing those complicating Ij'phoid fever be¬ 
gin as a gall bladder colic About 90 
per cent of such cases of colic subside 
before adt'ancing to the inflaniinatory 
state of cholecystitis. 

All colics persisting longer than 24 
hours without iinproi’einent should be 
regarded as having an inflaiurantory 
basis. Therefore, I urge that the general 
practitioner should send such a patient 
into a hospital not later than 48 houis 
after onset. This is in accordance with 
Graham and Hoefle's" advice, and agrees 
with their advocacy of the education 
of the general practitioner on such mat¬ 
ters. Ten years were required for such 
education in the matter of appendicitis 
forty years ago. 

Table 2 shows a moi tahty in 384 cases 
operated upon within 48 hours of 2.6 
per cent. 

A study of the literature of reports of 
several thousands of cases shows that 
the delayed plan of treatment yields a 
mortality of 10 per cent 

SUMMARY 

(1) My discussion of this matter 
leads to the conclusion that more infor¬ 
mation is required, especially regarding 
the medical treatment. The data here 
presented shows that medical treatment 
fails in about 20 per cent of all cases. 

(2) The morbid anatomy disclosed 
by operation in my 76 cases strongly 
supports the view that such cases arc 
not curable bv medical treatment 


(J) f’arCial cholecystectomy was 
done 111 31 of my 76 cases with one fatal¬ 
ity 
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RfiSUMfi 

Cholecystite aiguc 

Nos connaissances de la cholecystite 
nigue sont insuffisantes, Le traitement 
medical cchoue dans vingt pour cent de 
tons les cas. 

L’auteur a examine les pieces anato- 
miques dans soixante-seize cas qii’il a 
opercs. II decrit sa technique operatoire. 
II est convaincu que le traitement medi¬ 
cal ne guerit la cholec)’Stite aiguii. 

Dans trente-et-iin des 76 cas, il pra- 
tiqua line cholecystectomie partielle, II 
n’cut aucun deces. 


ZUSAMMENFASSUNG 

Akute Gallenblascucutzumhing 

1. Der Verfasser kommt zu dem 
Schluss, dass mehr Information uber die 
akute Gallenblascnentziindiing notig ist, 
besonders in Hinblick auf die medizi- 
nische Behandlung. Die angefuhrte Sta- 
tistik zeigt, dass die niedizinisclie Be¬ 
handlung in ungefiibr 20% aller Falle 
niclit zum Ziele fubrt. 

2. Die anatoniisclien Verlialtnisse, die 
bci den 76 vom Verfasser vorgciiomme- 
nen Operationen, vorgefunden wurden, 
bestarken naciidriicklich die .•Vnsiclit, 
dass diese Falle diircb medizinisebe Be¬ 
handlung niebt gebcilt werden konnen 
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SIMPLIFIED APPLICATOR FOR LOCALIZATION 
OF THE ANGLE OE THE NECK AND 
SHAFT OF THE FEMUR 

WI) \ l>IK ( TI I mi lllDWll TO INTI H\ \L n\\TIO\ 

I'.i \ I I (,()i i)i \ \i 0 r \ c s, rI c s 

V r «i til Snr^ital Smict (>oIdui CiiniL 
i I W FST \ lUGIM \ 


A ,L methods so tar lev lew td by the 
authoi foi ol)tamm" an .iccurate 
alignment toi internal fixation ot 
the fractm ed neck ot the temin have de¬ 
pended on eithei direct apiihcation to 
the shatt ot the temin oi mathematical 
deductions tioiii loentgenograms The 
direct method involves time and the 
introduction ot extra mechanical appli 
ances into the wound Since time is a 
definite factoi iii all singer) of the aged, 
and most fiactuied fciiiuis fall in this 
group, even eltort should he made to 
1 educe it to a utimmum Iti lione stirger) 
the least amount ot ti atiiiia and m mipu 
lation jiredisiiO'Cs to better results and 
minimizes the possihihtv of infection 

iirscRiprioN 

The director herein described is easil) 
applied, does not depend upon ]iersonal 
interpretation, and is fixed to the oper¬ 
ating table, thus eliminating the possi- 
Inhtv of slipping, failure to start from 
the pioper fixed point or mathematical 
calculation It is attached to the table 
h\ means ot a piece of strap iron bent 
to form a light angle This upright 
arm is fixed near the crest ot the ileuin 
It does not interfere with the flexion 
ot the thigh and thus pei nuts the Doole) 
method of lateral x raving The U 
shaped arm is fastened to the angle por¬ 
tion of the fixed upright It is then pai al- 
Icl to the leg and directl) ov er the head 
and shaft ot the femur 


CSC 

With the position of the heel marked 
so that It can always be replaced at the 
exact point, the foot is adducted tvventj 
degrees \\ ith the aid of an x-ray film, 
one can determine the con ect angle foi 
fixation bv counting the correct nuniber 
ot holes on the internal limb of the di¬ 
rector to the center of the head The 
same procedure vv ill give the correct hole 
on the lateral limb, to a point about one 
inch below the greater tuberosit) Bj 
placing the directional bar over the holes 
and fixing it, the coi reeled line of the 
angle of the neck on the shaft is defi- 
nitclv fixed This film is exposed and de 
Veloped while drapes me being jilaced 
and the incision made Should it be de 
sired, an inverted U channel can be 
attached which will peiinit the nail to be 
driven acciiratelv through a fixed 
gioove If a iiiotoi drill is used for hone 
pegging, the U channel is left oft and the 
angle maintained b_v keeping the fixed 
arm and drill m line bv downward sight 
mg 

The complete Directoi may be steril- 
i/c<l, and with the exception of an 
altaclnncnt to the oiierating table, it 
leinains 'teiile without iiitertering with 
drapes or operative iirocedure Should 
later.il films 1 e desired, thj pardlel por 
non can le rapidly remove 1, the leg 
flexed and the picture t ikeii By return¬ 
ing the heel to the predetermined spot, 
correcting the intc-nal angle of the foot, 
and leplacing the pai allel arm ot the Di 


Note This Dirtctor has l<en appro\ed hv Dr I red H AII> c a> an aCvU-x<;orv on hii ncu orthopedic tablt 
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Fi}?. 5. Fi-’v.'iti’J'i -'i'li's* •” l^irvctor limb 

has bt-cn a-tnovoti. 

for ail huure pictures if the paralk-l bars 
are always placed at the same distance 
.^froin the table top. 


diaphy.^e. i.e direcieur a une position 
fixe par rtipport an malade et a la table 
<.roperaiion. Son emploi diminue la 
duree dc i’opcration et est applical)ie a 
tons les types de fixation. Sa longueur 
exacte pent etre reglee. Son tipplication 
et son fonctionnenient n’augniente pas 
le trtuiniati.sme et ne depend pas de I’in- 
terpretation personneiie. 


ZUSAMMENFASSUNG 

rcrcinfiiclitcr .If'I'arat citr . Iiiffiiidiiioj, 
lies Obcrschcnkckeinkcls iimi cine .-lii- 
ieitiiio^ cur I'iilintui^ der intenien 
Fixiitiint 

Der X’erfasser giht eine Anleitung zur 
genauen Uestininiung dc'^ W'iukels, den 
der Olierschenkelitai" init deni Schaft 
bildel. Das In-trunient ist in einer 
lixierten Stellung /urn I’atienlen und 
()l/erationstiscli. lA \ erkiirzt die ()pera- 
tionszeit und kann liei alien I'ixation.s- 
niethoden angewendet werden. Seine ge- 
naue Liinge kann ganz exakt eingestelll 
wenlen. l^eine Anwendung und Funk- 








A BONE STRUT FOR PARALYTIC FOOT DROP 

L. 1). SMITH, M.D.. F.A.C.S. 

Clinical Instructor, Department of Orthopedic Surgery of .Marquette L'ni^er^ity. School of .Medicine 

MILW.VUKKF. 

N cases in M’llidl it is desired to ]ii))il point tme-htilf inch distal to the e.Ktenial niallc- 

olii.s. The distal iliirii of the lihnla is e-vliibited. 

The libtila is sawed in a tronttil phnie and 
bisected fore and aft and upwartl about 4 to 6 
joint, the following method is ottered. incites, Tlie posterior half is carried medially 



I plantar tle.xion of the foot, otherwise 
retaining full motion of the ankle 
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RIASSUNTO 

-ippliLatoiL \iniplili all p,i I ah i 
cwuL della cacijm I I 1 1 ii i, i i i 
isfi mnento elm iii ^i<< pn la ^ ml i al a 
fi 6 saewuc mil i urk 

Un dirUtoie jtr tibiliu imicfti 
mente I’angolo del 1)1 Jiuoeele kl tiinut 
sopra il susto t pK■^lllt^l' I! Iiiet'iri 


li mil |i isizKiriL fie'ia m icH/ione ai 
pi/Kiitt e ill i tuola d operazione Di 
miniiiMt il tempo dell Opelazione ed e 
Uf,ii diiieiite ipplicdiile a tutte specie di 
i^sazi lie eliMurstica La sui lunghezza 
liecisa puo stabilirsi definitaniente La 
su i ipplicazifjiic e tunzione non aunien- 
t mo ti mm itisino nc dipende da inter- 
piet izione personale 


NEW MEMBERS OF MEXICAN 
CHAPTER 

Ihe following utre rtecued ij» memberi of 
the Mexican Chapter of tin. Inttniational Col 
kg(. of Surgeons in the Chapter s session held 
December 1 Dr Antonio Corntllon, director 
of Hospit d I ranees Mexico Cit> and a mem 
her ot the \ ition d \cadem\ ot Mcdieine Dr 
Manuel F Madrazo, member of the Mexican 
Acacleim of Surgcr> ind of the National Acad 
cm> of Medicine Dr Alejandro Censola, 
member of the Mexican Academj of Surgery 
Dr Aqmlino Villanueva director of the Na 
tion d General Hospital Mexico Cit> and a 
member of the Mexican \ca<Iem\ of Siirgcra 
and of the N itioinl Acadcinj of Medicine Dr 
Estaban Paulin, director of the Cnd Hospital 
and member of the Mexican \cadcni> of Snr 
ger> Qiicretaro Cit> ind Dr Rafael Macias 
Pena director of the CimI Hospit d and a mcin 
her of the Mexican Academy of Surgcr> Aguas 
cahentes Cit> All except the list two are from 
Mexico Cit> 


Dr Gonzalo Casterada FIGS, of Mexico 
Cit} has been nude chief of the g>nccolog> 
scruce of the Spanish Hospital Mexico Cit> 


Dr Aquihno Villanueva, FIGS, of 
Mexico City was elected president of the Board 
of Directors of Mexicin Vci(Iem> of burgerj 
for 1940 1942 it i meeting held NoNcmlier 23 


The fourth International Congress of Neurol 
ogy will be held in Pans in 1942 or 1943 if plans 
made at the third Congress held m Copenhagen 
August 21 2:y 1939 are carried out The third 
Coni,ress was attended by about oOO neurologists 
ironi all counlncs 


INTERNATIONAL OFFICERS 


Presidatl, Dr \ndrc Crotti Columbus Ohio 

Prcsideut Elect Dr Fred H Albce New York 
City 

Ftcc Presidents Prof Dr Rudolf Nisscn 
Istanbul Turkey Prof Dr A Mario Dogliotti 


Catania Ital> Prof Dr Alexander StanischefF 
Sofia Bulgaria 

Treasurer Dr William Seaman Bainbridgc 
New York City 

Acting /»i/cr»m/io»a/ Secrtlary Dr Max 
Thorck Chicago 
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The displaced i>) t 
still undisturbed in i 
upper end, grow s f i i 

The fibula norm 
three-fourths of u 


i iibii lliepobtenor 
1 ill unue with the 
c the tibia, upon 
t t The space between 



Fit 2 RoeiUgcnograni of distal portion of tibia and fibula of Mr H W aged 01 taken months 
postoperatniU Bone block was performed January 17 1938 film was taken fuh 1 1938 


seems to be especially fashioned to lend a buffer 
strut for the dorsal surface of the os calcis to 
impinge against The peroneal tendons act as 
a cushion between the strut and the os calcis 

The displaced posterior half of the fibula 
can be retained m place either b) chromic tic« 
threaded through holes in the libn or prefer 
ably, by a bone peg 

The bone peg is tin. most easily placed and 
positue temporary fixation is carried out to 
retain the displaced fibular fragment The bone 
peg can be taken from either of the fibuhr fng 
ments as shown Tig 1 

COMMENT 

The fibular tragiiients effect a boii\ 
consolidation in their new relationship to 


the fibiilai fragniuiti will e\entuall\ l)e 
bridged aci o-.s w itli new bone 

A plastei boot extending from the toe'- 
to the knee is applied so that it holds the 
foot in neutral position 
Under normal conditions the patient 
may be permitted to get about on 
crutches within ten dajs Guarded 
weight bearing ma} be begun with the 
use of crutches witbm three weeks The 
cast maj be remoied m fne wteLs Full 
weight bearing w itbout crutches may be 
lesumed m eight to ten week-- 
Ibis method has been u^ 
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(lei BeweghchUit iiu Kinx-lKiigtlenk 
Die Resultate \on 10 1 lilen uerdtn in 
Tabellen-Form dar^cstellt 


SUMARIO 

Una cuila dc hticso paia la caida 
paialitica del pie 

La tecnica del autor de h operacion 
abierta para liniitar la flexion del pie con 
la retencion de la mocion conipleta de Ii 
aiticulacion del tolnllo es desciita Los 


Ksultado'' btcnidos ui 10 casos son pre 
scnndos en loinn tabular 

RIASSUNTO 

I n I iintcllo di o^so pei cadnta di picde 
paiahtico 

1 a tccnici dellautoie pei operazione 
aperti pei limitaie la fiessione della 
pnnti del piede con ictenzione di com 
pleto ^lO^ iinento delh guintura della 
ca\iglia e dcsciitta I iisultati ottenuti 
in lOcasi soiio presentati in foima ta\o 
lai c 


Drs Chevalier Jackson and Chevalier L 
Jackson, professors of broncho esoplngolog> 
Temple UniN cri.it> School of Mcdicint Pluhdcl 
phia will lecture on The Ronnnee of Bron 
choscopy Fcbrinr} 29 tt the Ntw York Acad 
tm> of McdiciiK 'Jew \ork 1 his is one of the 
prognms in the Fifth Senes of lectures to the 
Laity sponsored by the Ac'idcm) ind gi\cit on 
Tluirsch>s at 8 15 p in 


Owing to the war the British Medical Associa 
tion will not hold its annual meeting in 1940 
according to an announcement in the British 
Medical Journal The meeting was to haae been 
held in Birmingham 


Ihc first Barnard Hospital Lecture on Female 
Hormones and Genital Cancer was given by 
Dr Edgar Allen, of the Yale University School 
of Medicine in the luditorium of the St Louis 
Medicil SocietN nil October 31 


Dr H L Eason, principal of the University 
of London was elected president of the British 
General Medical Connell at a meeting held No 
V ember 28 He succcedi. Sir Norman Walker, 
who Ins ser\cd since 1931 


It lb reported tint Geiin iii> Ins closed all but 
four of her uiiiverbities those remaining open 
irc Berlin Vicnin Munieh and Jena 


Stioici Piotpits issued quarterl> and now in 
itb thirt> fourth volume Ins suspended publicv 
tion bcciuse of w ir conditions 


The facult> of medicine of the University of 
Bordeaux recently conferred the degree of doc 
lor, honotis causa on Dr Constantin Daniel, 
professor of obstetrics and rt>uccology at the 
University ot Bucharest 


Dr Viggo Christiansen, formcrl> professor 
of ncurolog) at Copenhagen, died November 3 
Dr Christiansen was president of the Third In 
icrnational Neurological Congress held in Copen 
hagen in August 


Dr Percy Bartlett Ins retired irom the faeui 
t> of the Medical Scliool of Darimouth College 
with the title of jinitcbsor emcrit rger 

He has been a iiiemher ol the laei ea 
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SUMMARY 

A total of 21 cases of Ludwipf's an- 
o-ina was treated in the General Hos¬ 
pital, Rochester, New York, during the 
last 10 years, one case occurring lor 
every 3,630 hospital admissions. The 
analysis of these cases which is herein 
presented indicates that the mortality 
(five per cent in this group) will always 
be low and that the surgeon need no_ 
longer dread the outcome of any ca.se ot 
this disease. 

RfiSUMfi 


ilc Luckchc: rci-uc dc 21 cos 
Ces cas furent soignes au (jcneral 
Hospital, Rochester.^ X. Ourant les 
di.K dernieres annees, un ca> pyur 
chaciues 3.600 malades adnus a 1 hopital. 
L’analvse de ces cas montrent ([ue la 
niortal'ile de 5 deces tlans ce groupe ->er.i 
loujours pen Hev6 ei ([Ue ces cas ne doi- 
vent pas inspirer une grande nuimetude 
an chirurgien. 


ZUSAMMENFASSUNG 

Bcriiht uou 21 rdlU-n r.m ./ngnm 
Lndo'.’Wi 

'. . ,. ! !< 'v'direiid der letztcU 10 

ovici v.u.ia . . ^ Ho.'pital" Rochester. 


lalire im 


.\'. Y.. Iiehandelt. Das bedeutet. dass 
durchschnittlich ein Fall imter 3630 
Xenaufnahmen vorkommt. Fine .-Ana¬ 
lyse dieser hier veroffentlichten Falle 
zeigt, dass die Mortalitat. die in dieser 
Gruppe 5 0/0 hetriigt. immer niedrig 
sein wird und dass der Chirurg nicht 
mehr Itinger fiber den entgiiltigen Ver- 
iauf der krankheit besorgt sein muss. 


SUMARtO 

dc LKt/a'/g; Ri'sefia dc 21 C asos 

Gn total de 21 caso.s de angina de 
Ludwig fueron traiados en el Hospital 
General, Rochester, New ^'ork durante 
los ultimos 10 afios, un caso jior cada 
3,630 enfermos admitidos. FI analisis 
de estos casos el cual es pre.sentado aqiti 
indica (|ue la mortalidad (.3‘( ) sera 
siempre baja y que el cirujauo no tiene 
(jite temer mas Io> reMiltados en l<ts ca.sos 
(ie esta enfermedad. 


RIASSUNTO 

Ludouica: /\‘iassitiil(> di Ji casi 

L*n totale di 21 ca.si d'.-Vnginti Ludo¬ 
vico fu tratt.ato neirOspedale Generale, 
di Rochester. .\'e\v ^'ork. durante i 
passati died :umi. un caso oecorrendo 
per ogni 3,(t30 ammi^sioni neirospedalc. 
L’an:di.^i di (jue^ti c.asi die e presentato 
<1111 indica che la mort.alita (ciiujue per 
Cento in (piesto gruppo) sara seinpre 
b.i^sa e che il chirurgo non deve piu 
teniere il ri-'ult.ato di tdeun caso di questa 
inalattia 
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importance. It m i ' 
drainage will not t i . ,/ i- u nl 
mylohyoid diaphi.ipi. h Let.i // 
pletely incised 

The local surgK .d .inauiiin isol , ^ 
importance becau'-t it has been shin.ii 
that the high moit.ilit\ in the p I 
due to lack of appieciation of the ..ignih 
cance of tins m>lolnoid diapln.mni 
hence the surgeon's insuftisient optninj 
of this diaphragm failed to i esult in ade 
riuate drainage, so that the cellulitis and 
edema e.xtended freijuentK to the laiyns. 
mediastinum and lungs De.ith Ironi 
edema of the glottis, theietore. fic 
quently occurred, a hfe-s<iving tracheo¬ 
tomy was performed on man\ other pa¬ 
tients More rarely, secondary hemor¬ 
rhage is the cause of death, as occuired 
in the only fatal case of oui senes 

IREATMLM 

■Since the causative oigauisin is tre- 
((uently either the streptococcus or the 
])neumococcus, sulfanilamide therapy, 
postoperativelyi, may he of benefit, but 
preoperativelyi, T would not atlvise its 
use. For simple infections of the mouth 
and the area around the teeth, sulfanila¬ 
mide is often of great value, but once 
a bona fide Ludwig's angina has de¬ 
veloped, immediate and adequate sur¬ 
gery is demanded; once distinct edema 
and swelling of the floor of the mouth 
(with consequent elevation of tongue) 
are present, all temporizing measures 
should be thrown to the winds and the 
surgeon should make sure that he widely 
incises the mylohyoid If this is done 
promptly and adequately before the con¬ 
dition becomes bilateral, such a compli¬ 
cation (extension to the other side) will 
be prevented in a large percentage of 
cases. But if both sides are already in¬ 
volved before operation, wide incisions 
bilaterally, through the entire length of 
the mylohyoid muscle, will almost alw.ays 
release the pressure in the patient's 
throat and induce prompt recovery. 


M) IS 

11- > v i'll ditfeiemial diag- 
' I I I Incomes obvious that 

I II ' 'I I'wiil li oi submaxillary 

' I _ ,ols I,111 constitute true Lud- 

u M^ii.i rills latter condition may 
^iib i(|iii nth deielop from such a swell¬ 
ing ihc iiitection spreads around the 
iiosttiioi border of the mylohy'oid 

II tisclc I 111 the 1 egion of the subniaxil- 
Uri sail!.Ill gl.ind) to invade the floor 
ot the mouth, causing inflaiiiniatory 
edema (ii itli oi u ithoiil .ictiial pus for¬ 
mation tliei e j, 11 itli consequent elevation 
of the longue. Such patients invariably 
develop i espiratory and deglutition diffi¬ 
culties I would say. therefore, that 
11 hen definite edema of the floor of the 
mouth is present, the patient has a true 
Ludwig's angina (irrespective of its 
cause) and that this is a condition iihicli 
cannot be easily confused with any othei 
malady 

INALYSIb OF CASI-b 

Coiitininng our analytical study ot tbe 
above mentioned 21 cases, we find as 
follows; 

•S'e.r. Liglit cases oceuried m males; 
thirteen m females. 

./gc. This varied from W'/- munllis 
(female infant) to 70 years (syphilitic 
female who died from other causes) 
The average age was 32 years. 

Etiology. Dental caries was the oi ig- 
mal cause in four males and seven 
females. A fractured Jaw bone was the 
original cause in one female (auto acci¬ 
dent) and in one male (blow on the jaii 
received from fighting), cervical 
adenitis, of two cases, one in a male and 
one in a female. 

Dentures and bridge work iiere re¬ 
sponsible for two cases, one m a woman 
in whom the partial jilate irritated the 
gum around a healthy tooth and started 
an infection which later spread to tlie 
floor of the month, the other case in a 
man, aged 64 , in whom one week prior to 
admission to the hospital a piece of jaw 
bone had been cliipped off wiiilc eating 




/limit s V \ 


ss 


Vmceiil's oigamsm*' with diplococii 
weic found in one c.i'-t i fun de ) in tin 
du) leinaming cabe‘^ ( hotli kin di ) flu 
cultures n ei e stei ik 

Pci wd of Ho iftitaliciitioii J hi^ \ ai led 
ioinewhat, depeiidiii” on wliefliei tin 
IMtient had any othei lomphints lutt 
most ot the patients who recoieieii did 
‘ioiuthinSoi lOdais it not sooiiei Tin 
shortest peiiod ot hosjutalization was 
two days and tile longest period was one 
month foi a single operation One pa 
tient had to he oper.ited upon .1 second 
time foi a 1 eeiii 1 eiit J iidivig s angina 
two months aftei his fust ojieiation 
Drainage had been made tin ough a sub 
mental incision and appaientlv the scar 
that resulted from this incision inter 
feretl some'vhat with [iiojici elramage 
and w.is Huts an etiological factoi in the 
1 eciti 1 cnee of the Ludw ig’s angina This 
patient had infection w ith pneumococcus 
tjpe Ill, iihieh was the same offending 
organism 1 esjionsihle foi the recurrence 
as prov'cn h) cultuie taUen dining the 
second opeiation 

hud Results Two jiatients died One 
was the 70)cai old iiomaii with svphihs 
whose death was attiib'ntahle to othci 
causes, the I.udw ig s angina being onl) 
a contiibuting cause The second pa¬ 
tient w ho died w as a > oimg gn 1,21 \ e.ii s 
old, in 11 hom the second operation on the 
light side was peifoiiiied three days 
after the first because of insufficient 
drainage and on the following day an 
operation on the left side because of 
extension of the infection to the left side 
She appaiently was progressing well 
w hen she suddenly had a severe and fatal 
hemoiihage from the month, pre¬ 
sumably fiom the right sublthgua! re¬ 
gion Fuithei details are not available 
because autopsy was lefused All otliei 
patients did well except one man, aged 
50, who was infected with pneumococcus 
type III and had been treated with a sub¬ 
mental incision As inenlioncd above, a 
second oper.ition had to be performed on 
this man two months latei Still later. 


1 thud iiptriti n I pi isfiL) was per- 
liiimid III lemoit tilt disfiguring scai 
Ml (Ik snb IK ltd nginii Since in only 
I 111 t it I h ms fine soJeii to the 
Inilwigs ui^in 1 the moitahty' aver¬ 
aged Diih s |Kr cent If the cases are 
irc itcd idti|ii.itel\ enough and early 
cnougli (he moitaliti late ml! he con- 
sidci ilih less 

LOXiPXRISOX OF RESULTS 

In comparing 0111 statistics with 
otliei s foi iiierlv published, I noticed 
numerous diffei dices Foi instance, re 
gaidmg sex. Verger repoited 23 cases 
(from Cook Coiintv Hospital) in which 
the disease occurred ten times 11101 e fre- 
(jiiently' 111 men than m women, whereas 
only 8 of onr 21 cases occtiried in men, 
he leported age limits of 7 years 
(youngest patient) to 56 yeais (oldest 
patient) as comp.ii ed w ith our findings 
of months (o 70yeais, most of his 
lepoited cases were caused by' careoiis 
teeth and 100 pei cent had dysphagia, 
hut only 33 pei cent of these also had 
dyspnea He also gave a mortality of 46 
pel cent foi Ins 23 c.ases, compared to 
oiii 11101 l.ility of onlv 5 per cent in 21 
cases In fact, a brief leview of the 
Iiteratuic shows a suipiisingly high 
mortality — \u (i) Thomas, 1908, 40 
pel cent moi tality in 106 cases, (2) Van 
Wagenen and Costello, 1928, 92 cases, 
31 per cent mortality' (cases compiled in 
the literature) whereas they' also re¬ 
ported, at the same time, 16 cases of then 
own with mortality' of only 12 5 per cent 
llowevei, Robertson of Chicago claims 
tint Thomas’ 40 per cent is leally very 
Ion and that the actual mortality is coii- 
sideiably higher In view of these state¬ 
ments and figures, our mortality rate of 
5 pel cent is surprisingly low However, 

I believe that with adequate and prompt 
surgery the moi tality yvill always be low 
and that the modern surgeon need no 
loiigei dread the outcome of any case of 
Ludwigs angina when he en'eounf 
such a case m Ins practice 
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LADIES’ PROGRAM 

SUNDAY, FEBRUARY 11 

4:00 to 8:00 P.M.—Registration in Main 
Lounge of the Florida Medical Center; 
Inspection of exhibits. 

8:30 P.M.—Social hour—Negro Spirituals 

' sung by C.C.C. boys in the Sun Lounge, 
Florida Medical Center. 

MONDAY, FEBRUARY 12 

9:30 A.M.—Sightseeing trip. 

2:30 P.M.—Beach trip; shell gathering. 

TUESDAY, FEBRUARY 13 

9:30 A.M.—Visit, to the Ringling Art Mu¬ 
seum and Ringling Circus winter quar¬ 
ters at Sarasota, Florida. 

12:00 M.—Luncheon at Ringling Hotel, 
Sarasota, followed by visits to the Snake 
and Celery Farms. 

WEDNESDAY, FEBRUARY 14 

9:30 A.M.—Visit to the Orchid Jungle Gar¬ 
den. 

10:00 A.M.—Swimming party and Lunch¬ 
eon at the Treasure Island Beach Club. 

3:00 P.M.—Air Carnival at the Fred .Albee 
Airport. 


SCIENTIFIC EXHIBITS and MOTION 
PICTURES 

Among which are— 

A New Surgical Sponge—Dr. Oscar B. Nu¬ 
gent, Chicago. 

A New Needle and Technique for Varicose* 
Vein Injection—Dr. F. M. A1 Akl, New 
York City. 

Rhinoplastic Surgery—Dr. M. M. Kopn. 
New York City. 


PARTIAL LIST OF COMMERCIAL 
EXHIBITORS 

Booth No. 

1-2 Bell & Howell Company, Chicago, 
Illinois. 

26 Compel' Manufacturing Company, 
Pittsfield, Massachusetts. 

11 Depuy Manufacturing Company, 
Warsaw, Indiana. 

16 C. B. Fleet Companv, Inc., Lynch- 
burgh, Virginia, 

f'he Ohio Chemical N Mfg. Companv 
Cleveland, Ohio. 

15 J. B. Lippincott Companv, Philadel¬ 
phia, Pa. 

14 The Tower Company, Inc,, Seattle, 
Wash. 


IMPORTANT NOTICE 

For reservations, write to Dr. W. H. Hoskins, Florida 
Medical Center, Venice, Florida. Dr. Albee also will be 
pleased to book accommodations for any one by request. 
All members coming to Venice by automobile are re¬ 
quested to come directly to the Florida Medical Center 
for reservations, etc. .All members coming by train will 
be met at the railroad station at Venice. 



General Piognni ot the Fifth Assembly 
UNITED ST AT ES CHAPTER INTERNATIONAL 
COLLEGE OF SURGEONS 

(GE\t\ \) \ EMCF FLORIDA 

Fcbutar\ n and 14 1^40 


CHAIRMAN ON ARRANGEMENTS 
DR FREDH ALBEE 

PROGRAM COMMITTEE 
DR I RFDFRICK. M DOUGI ASS 
Chairman 

DR FRED H ^LBEF 

HOSTESS TO ASSEMBLY 
MRS FRED H ALBEE 


SUNDAY, FEBRUARY 11 

1 30 PM—Air Carnual I red \lbee \ir 
port Venice 

4 00 to 8 00 P M —Registration in Main 
Lounge of the Honda Medical Center 
inspection of eNhibif* (No registration 
fee) 

8 15 PM—Welcome b\ MaNor J F Bla 
lock 

9 00 PM—Social Hour in the Patio and 
Inspection of Exhibits. 

8 30 P M —Social hour—Negro Spirituals 
sung by C C C bo\ b in the Sun 1 ounge 
Florida Medical Center 

MONDAY. FEBRUARY 12 

8JO AM—‘Vbsemblj called to order in 
Sun Lounge Florida Medical Center bj 
Dr Fred H Albec General Chairman 
Address of \Velcotne 

SCIENTIFIC SESSION 
President Frederick M Douglass 
Toledo Ohio presiding 

9 00 A M —-Vatenan Pseudodiverticulum 
of the Duodenum 

Dr Manuel ^ Manzanilla Faculta ot 
Surger\ Lnuersitv of Mcmco Member 


Editorial Board Regent troni Mexico 
Cit) Mexico 

Discussion opened by Dr Cii irles Ld 
ward Nagel Great PalN Montana 
SYMPOSIUM ON VENOM THERAPY 
9 30 A M —Preliminary Observation of the 
Use of Venom in the Treatment of Spas 
tic Paralysis 

Dr Thomas W heeldon Richmond 
Virginia 

Venom m the Treatment of Arthritis 
Arthralgia. Neuritis and Allied Affec 
tions 

Dr Paul Butler Orlando Florida 
Review of Recent Developments in 
Pharmacognosy m Venoms 

Eugene Maier Ph D Director of Lab 
oratone't Florida Medical Center Venice 
Honda 

Discussion opened by Dr Wni Seaman 
Bainbridge International Treasurer In 
ternational College oi Surgeons New 
York Cit> 

10 30 A M —Methods of Obtaining and Pre 
paring Venom 

Texas Jim Mitchd Sarasota Florida 

11 00 AM—Retroperitoneal Tumors 

Dr W illiani Carson In^triiclcir of Sur 
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with changes found in splcnectomized subjects. 
The differences in graphs were the more signifi¬ 
cant, the shorter the period of time which had 
elapsed from the operation; they existed, how¬ 
ever, even after four years. 


Influence of Circumscribed Diseases of Brain 
on Movements of Alimentary Canal 


It is possible to prove the influence of some 
circumscribed diseases of the brain on move¬ 
ments of tile digestive canal by means of x-ray 
examination. In tumors of the brain located in the 
neighborhood of vegetative centers (as was ascer¬ 
tained at operation or section), Blaha (Rozhl. chir. 
18; 520, 1939) found signs of obstipation of the 
spastic type. In one group of patients examined 
there was spasm with slow emptying of the 
stomach; in the other there was stronger peris- 
taltis. This difference could not be accounted 
for by the localisation of the tumors, this being 
in some cases identical in both groups. In one 
case of tumor of the pontocerebellar angle, x-ray 
examination before operation revealed spastic 
changes of the stomach and colon with slow emp¬ 
tying of the stomach. By means of x-ray exami¬ 
nation, ho.wevcr, only 14 days after removal of 
the tumor the spasm of the stomach was found 
to be much more diminished, and the time of 
emptying normal. The prompt effect of operation 
on the nerves of the stomach may be therefore 
supposed. This case brings out clearly the fact 
that the peristaltic changes arc really under the 
in'’ucnce of the tumor; secondly, it shows that 
the type of perisu-dtic changes is determined not 
onlv by localisation, but also by the degree of 
irritation up to damage of the corre.sponding 
centers. 

Echinococcosis of Lungs 


The symptoms of echiimcoccosis of the lungs 
rre very often uncertain. Besides increased dysp- 
icea with a dry cough that causes the doctor em¬ 
barrassment, if he does not use x-ray examination, 
blood fibres may be found in the sputum. More 
narked hemoptysis and fever set in with sup- 
mration. Little reliance can be placed in 
^■isoni’s and Weinberg's reactions and eosimi- 
diils The best method of diagnosis is x-ray cxami- 
lation but even so echinococcosis may be mis¬ 
taken for tumor. lust the small sickle-shaped 
-learin- up over the superior pole of the eyi-t 
mav bc^considered as an absolutely reliable sym].- 
S Kostlivv, (Rozhi. chir. IS: 611. 1939) „pcr- 
ncci on 7 cases and results in all were successful. 
In cases with adhesions it was sufficient to make 
lucis'ion and to drain. If there arc no adhesions to 
the pleura, he operates m one session haring 
Performed minor pneumothorax benirc. Alter 
performing probatory puncture in order to local¬ 
ize the cyst, he injects t«o to three ce of oiu 


per cent solution of formoi to kill ilte worm. He 
removes the cyst with the capsule, without drain¬ 
ing or suturing the cavity, fixing, however, the 
edges of the lung wound to the pleura. He does 
not suture even the wound after costotomy, cov¬ 
ering it only with gauze and vaseline. There were 
no complications. .Antonazzi’s method was used 
in one case, with iodizing of ib.e comnon mar¬ 
supialization. 

Fatty Embolisms in Thoracoplasties 

Three young patients died of fatty embolisms 
after thoracoplasties for cavernomatous tubercu¬ 
losis. Two were apoplectic and one was chronic 
in form. Histologically fatty embolism was 
found, in two eases in the jiulmonary eireulation 
as well as in the systemic, in one ease onlv in the 
pulmonary. In no case was one of the foramen 
ovale found. Fatty omholisni is very rare in tho¬ 
racoplasties, but Brunclik (Rozhl. chir. 18; 633. 
1939) states that a certain luimhcr of iiatients die • 
of this complication without correct diagnosis 
being made, for it may be mistaken for post¬ 
operative shock, bronchogenic or miliary dissemi¬ 
nation of a process, edema of the lungs, or the 
final stage of secondary anemia. The cause may 
be e.xplained by damage to the bone marrow dur¬ 
ing the costotomy. It is advisable to think of the 
possibility, especially nowadays, that in some cases 
one can use decholine with good results. 

X-rays in Essential Disseminated Polyposis 
of Colon 

liven syiujitomatie treatment of disseminated 
polyposis is a very difficult proiilcm. Svah (Rozhl. 
chir. 18; 764, 1939) treated two youug men 
with tyiiical romauoscopie and roentgenologic 
findings of polyposis in the )ieriod during which 
they presented severe symptoms of secondary 
colitis; diarrhea with mucus and blood during the 
last two to four years and hciivy loss in weight. 
For 12 days x-ray treatment was given in five 
aiidomiuai places (10x15 cm.), at a distance of 
50 cm., with 1 mm. copper filtration plus I mm. 
aluminum filtration. He utilized 175 kilovolts, 
making use of 4 milliamperes and delivering 265 
r/v at intervals of 5 days. During this treatment 
the patients had abdominal pain and nausea and 
felt weak. .After several days, however, the con¬ 
dition became better, (u one patient, who has 
been followed for 5 years after x-ray therajiy. 
diarrhea has appeared only in the spring ami 
autumn, ami during the last two years it has 
iiitirely ecased ami the patient has put on weight. 

He no longer has any trouble and receives no 
treatment. The roentgenologic finding of poly¬ 
posis is still present to the same extent; the 
haustra that were not visilile before are now 
tjuite visible. In the other patient the time which 
has elapsed after treatment is still very short 
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iJi. Altuubo C>i Hz' 1 n i(if) \li\u>ljl\ 
Mexico, Chict Siirj;e(m I >t nK> (^itho 
pedic Clinic 

Discussion opened by Ot ftistpli \r 
Greer, Phoenix, Sri/om 
^12:30 P.M.—Brief Retrospective and Gen 
eral Considerations and Criteria in the 
Surgery of Thyroid Glands 
Dr. Dcbideno Roman ClinK.d l‘Iolc^ 
sor of Surger}, Hahnemann jMediLnl lol 
lege and Hospital of Philadelphia 

Discussion opened by Dr \ndi<. Liotli 
Director Crotti Clinic I’l evident Inter 
national College of Surgeon''. Colund)n«: 
Ohio. 

1:00 P.M.—Luncheon. 

1:30 to 2:30 P.M.—Round Table—Guild 
Activities in West Virginia 

Dr G C Irwin, Charlestown. West 
Viiginia. Past Chairman 

Di Thos 1. Han IS. f'arkcrsburg 
West Vnginia, Ch.urman 

Guild Activities in Toledo, Ohio. 

JDi Wm Xeil Ur W D MtConnacU 
Toledo, Ohio 

Guild Activities in New England. 

Dr George S Foster. Manchester, New 
Hampshire 

2:30 P.M.—Social Program. 

5:00 P.M—Inspection of Exhibits. 

7:30-9.00 P.M.—Banquet and scientific 
program. Mam Dining Room, Florida 
Medical Center 

Microcinematographic and Electro¬ 
cardiographic Studies of the First Heart 
Beats and the Beginnings of the Circula¬ 
tion in Living Embryos. 

Dr. Bradle> Paitcii, Direcioi of De¬ 
partment of \natomy. Uin\ersity of 
Michigan, Ann Arbor Michigan 

WEDNESDAY, FEBRUARY 14, 19<0 

9.00 A.M.—Bronchoscopy and Bronchog¬ 
raphy as Aids in Surgery. 

Dr Chevalier Jackson. Temple Uni¬ 
versity. Philadelphia. Penns) Ivania 

9:30 A.M—A Study, ClmicaPand Literary 
of Endometriosis. 

Dr F Brooke Bland, Philadelphia Pa . 
Prof of Obstetrics, jefterson Medical 
College of Philadelphia, Penns^hania 
Discussion opened by Dr Ra) mond E 
Watkins, Portland, Oregon, Clinical Pro¬ 
fessor Obstetrics and Gynccolog), Uni¬ 
versity of Oregon, and Dr Dew ell Gann, 
Jr, Little Rock, Arkansas, Prof Einei- 
itus. G\necolog\, UniversitN of Arkan¬ 
sas 

10:00 A.M.—-The Treatment of Compound 
Fractures. 

Dr. Gro\er C Wcil, Associate Profes- 


•.oi <1 Sui^iM lniNt.i''it\ ol Pittsburgh 
\lcdu il St Mild 1 ’itt''lHirgli. Pennsyl- 
\ tnia 

Discussion opened by Dr John R 
MtHire Pi.iti-sDr ol Orthopedics, Temple 
I niMi-'itv I hiladeljihia, Penns) 1\ania. 

10 30 A M —Pre- and Post-Operative Care 
of the Patient from a Physiological 
Standpoint 

Dr P>enjamm I Golden, Director and 
Chiet 'surgeon in Charge, Davis Alem- 
imal Hospital Elkins, West Virginia 

Discussion opened by Dr Earl B 
kiaig J’rolessor of G)necologv, Hahnc- 
tnann Medical School, Philadelphia, 
Penti'^) I\ania 

11 00 A.M.—Reconstruction of the Ureter. 

Professor Rudolph Nissen, Depart¬ 
ment of Surgtr), University of Istanbul, 
Istanbul, Turkey 

Discussion opened by Dr Samuel Lu- 
hasU. New York City. 

11:30 AM.—Present Status of Vitamin and 
Mineral Therapy. 

Dr Daniel T Ouiglcy. Instructor, Sui- 
gei), Universit) of Nebraska Medical 
School, Surgical Staft University Hos¬ 
pital and Lutheran Hospital, Omaha, 
Nebraska 

Discussion—general. 

12:00 M.—Acute Cholecystitis. 

Dr Clark D Brook'?. Professor of 
Clinical Suigcrv, Wavne Universit) Col¬ 
lege of Medicine. Detroit, .Michigan 

Discussion opened by Dr Wni. N 
Dunn, Atlanta, Georgia 

12:30 P.M.—Luncheon. 

Present Social and Economic Trends 
and the Future of Surgery. 

Dr E J McCormick, Chief of Staff. St 
Vincent’s Hospital, Toledo. Ohio 

Discussion opened by Dr William Jep- 
^oll, SiouN City, Iowa, Prof Emeritus 
Siirger), University of Iowa 

1:30 to 2:30 P.M.—Executive Session of 
the United States Chapter, limited to As¬ 
sociate Members, Members and Fellows. 

3:00 P.M.—K. M. I. Gymnastic Drill and 
Dress Parade. 

4:30 P.M.—Garden Party at the home of 
Dr. and Mrs. Fred Albee, “Point O’ 
Palms,” Nakomis, Florida. 

8:00 P.M—Convocation at the Theater, 
Venice, Florida. 

Dr F M Dougla-'s presiding 

Dr P»enj T Golden. Elkins, West Vir¬ 
ginia 

Dr Earl Craig. Philadelphia, Chairman 
Cap and Gown Committee. 




Tratado de clinica propedeutica quirurgica. 
By Dr. Miguel Lopez Esnaurrizar, Professor 
of Materia, Faculdad de Medicina, Universi- 
dacl Autononia de Me-xico. Pp. 256, with 61 
illustrations, Mexico; UnionTipografica Edi¬ 
torial Hispano-Americana, 1939. 

T his book presents an interesting and 
complete survey of all the means which nia,y 
be used by the examining physician in his 
effort to diagnose a surgical pathologic condi¬ 
tion before starting the treatment. Every single 
procedure, symptom, physical sign or test which 
may be helpful in the approach of the anomalous 
condition is quoted and interpreted. Hereby, the 
author emphasizes especially the value of the 
primitive and simple forms of the medical explo¬ 
ration, such as inspection, palpation, percussion 
and the testing of functional movements. With 
instructive clarity and great precision, the far 
reaching importance of the physical examination 
is pointed out; every single sign which may be 
observed in any of the important pathological 
surgical conditions is discussed and interpreted 
as to its significance and meaning. The limits, 
however, of this type of physical exploration 
are fully recognized and laboratory procedures 
are referred to wherever more objective infor¬ 
mation may be indicated by the former. 

The book is intended primarily for the student, 
but its study will also reward the experienced 
sur°-eon The student will be grateful for the ex¬ 
cellent outline of approach to certain surgical 
conditions as well as to the patient himselt. 
The practitioner may obtain quick and valuable 
information as to the establishment and confir¬ 
mation of a diagnosis, since this book contains a 
collection of helpful symptoms and signs which 
rarely can be found elsewhere but in large text¬ 
books The reader will appreciate the carefulness 
with which the author has eliminated all ques¬ 
tionable procedures which do not have the back¬ 
ing of the generally accepted practice; on the 
other hand, not even the smallest, but reliable, de¬ 
tail is unmentioned which could lead to a better 
understanding of the condition to be analyzed. 

The book fs divided into three parts, of which 
the first one contains general consuler.ations about 
the information one may obtain by mcan.s of 


physical examination, general observations and 
several technical procedures, such as exploratory 
puncture, biopsy, roentgenograms aitd laboratory 
tests. The second part presents a discussion of 
important points in the examination of tumors, 
fractures, wounds, lymph glands and periphereal 
circulatory' apparatus as far as surgical interest 
exists. The third and main part of the book con¬ 
sists of eleven chapters dealing with the special 
pathology and diagnosis of the surgical condi¬ 
tions of the different regions of the human body. 
The last portion of the book contains general 
ideas about several problems, such as prognosis 
and history taking. 

The book contains abundant and interesting 
material in applied anatomy and functional pa¬ 
thology, illustrated by more than 60 pictures. It 
is informative and instructive for the experienced 
and an excellent means of introduction to as 
well as instruction in surgical understanding and 
knowledge for the beginner. ! 

K. Sandberg 

Surgery of the Eye. By Meyer Wiener, M.D., 
Professor of Clinical Ophthalmology, and 
Bennett Y. Alvis, Itl.D., Assistant Professor 
of Clinical Ophthalmology, Washington Uni¬ 
versity School of Medicine. Price, $8.50. Pp. 
455, with 452 illustrations on 396 figures. 
Philadelphia : W, B. Saunders Company, 1939. 

AS stated in the introduction to this book, the 

/■A authors had in mind the writing of a 
A. textbook of surgery of the eye that would 
in its entirety live up to the standards of the pre¬ 
sentation of the tear-sac-extirpation in Mellcr’s 
te.xtbook of eye surgery. Although the reviewer 
feels that itieller’s book contains many more 
good features than this one, it can be said that 
Wiener and Alvis’ textbook is of high value for 
various reasons. 

The authors did not intend to write a te.xtbook 
comprising all procedures used in the past and 
present but undertook rather to report in detail 
those operations which have proved most success¬ 
ful in their own e.xperience, always bearing in 
mind the fact that they were presenting the sub- 
icct to th( average eye surgeon Thus, the book 
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FOREIGN LETTERS 


PRAGUE 

(From Our Regular Lorrcsimndcnt • 


November 14, 1939 

Czech Society of Surgeons 

The Czech Socictj of Surgeons .ifiur sc\eral 
postponements, held its fourth Congress in 
Prague June 10 to 11, 1939 under the prcsidenc> 
of Prof Dr J Dims The principal subject of 
the Congress was surgery of the spleen 


Chrome Subdural Hematoma 

Jirasck fCas Ick ees 78 1125, 1939) empha¬ 
sizes three unexplained matters in chronic sub 
dural hematoma etiology, type of development 
and treatment Most of the patients arc men of 
middle age, such as were his four The source of 
bleeding usiulh is the parasagittal veins or those 
of the lateral sinus Some authors suppose there 
is also bleeding into the dura In his cases oper¬ 
ated upon during the last two years, Jirasck did 
not find the origin of the bleeding, although very 
careful revision was made Late appearance of 
s>mptoms after the injury may be aecounted 
tor by the increase in the loliime of the hcmalonn 
by repeated bleeding or osmosis Subdural hema 
toma in one patient indicated triple bleeding 
which was confirmed histologicallj The defor 
mation of the brain caused !)> the hematoma 
which was quite visible even by means of ven¬ 
triculography, disappeared much more slowlj than 
IS usual in surgery of tumors 

In all operated cases extensive cramotomj was 
performed The mere boring of holes and the use 
of suction IS advisable only if the patient's con 
dition IS grave The membrane of the hematoma 
and the clots of blood fixed to it should not be 
removed because of the danger of secondary 
postoperative bleeding It is sufficient to remove 
such a quantity of the hematoma as to allow the 
brain to become level Nevertheless, it was nec¬ 
essary 111 two cases to make revision of the wound 
on account of the secondary bleeding that ocur 
red 12 hours following operation There was 


ditfusc bleeding and again the source ot bleeding 
could not be ascertained 
Drainage is of no special prophylactic value, 
since the drain v ery soon becomes choked In 
bilitoxic conditions calcium and atropine may be 
recommended Patients with subdural hematoma 
arc sure to die, if not properly treated, and opera¬ 
tive treatment must be therefore regarded as 
being successful, notw ithstandnig the high mortal¬ 
ity at the present time One of the patients 
operated on by Jirdsek ditd, the others are well 
and their neurological condition htcamc normal 
in some cases 

Splenectomy in Wilson's Disease 

In three cases splcneetoniy had a good cffeel 
on the hepalohenal system After operation leu 
copema and throinbopcnia ceased and ascites did 
not appear any more There was no eftect on the 
nervous condition winch had to be expected with 
regard to the irreversibility of the brain changes 
The cases have not been follnued up longer thin 
two years alter operation, so that it is not yet 
possible to judge the mfincnce on the duration of 
the disease Vahala (Rozhl ehir 18 464, 1939) 
therefore considers splcncctomv to be indicated 
ill cases with rctnnrkahli cirrhotic symjitoms 

Loss of Working Capacity After 
Splenectomy 

The loss of the spleen is up to the present tunc 
differently appreciated by doctors Above ill, the 
question of persistent invalidism is still pending 
^obloch (Rozhl chir 18 470, 1939), experi¬ 
menting on rats, produced the evidence of per¬ 
sistent diminished resistance against infection in 
splencctomizcd animals 

By graphs Xiederle (Rozhl. chir. 18 413, 1939) 
objectively represented the latent insufficiency of 
splcnectomizcd people which, lor example, ap¬ 
pears in dmiimshcd rc.ndincss and .ibihty to 
aecominodatc themselves to nicrci^ed physical 
effort He compared blood changes (' ‘n 

erythrocytes, proteins) occurring. 
unit of work had been done, ui ’ 
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referring to jaundice is noteworthy. The chapter 
on radiologic examination is equally thorough 
and contains many illustrative points. 

However, on page 30 one may take exception 
to the statement: “ ‘What may be learned by a 
straight radiograph of the abdomen without any 
contrast media?’ The answer is, by accident a 
good deal; otherwise, probably nothing.” This is 
not quite correct, for flat plate radiograms taken 
as diagnostic measures in intestinal obstructions 
are quite informative. In perforations of the 
stomach this equally holds true. 

All in all, the book is a distinct contribution 
to contemporary medical literature and should be 
in the hands of every surgeon, student and medical 
man and on the shelf of every library. The index 
is comprehensive and thorough. 

M. T. 

Les causes de la mort au cours de I’occlusion 
intestinale haute experimentale. By J. 
Bottin. Paper. Pp. 373. Louvain, Belgium: 
Etablissements Fr. Ceuterick, 1938. 

T his is a voluminous report and a scholarly 
discussion of the author’s numerous experi¬ 
ments on the various types of intestinal ob¬ 
struction which he induced in lower animals. It 
is a thorough survey of the whole subject. The 
author impartially reviews the work done by pre¬ 
vious experimenters. The subject is exhaustively 
treated from the physiologic, biochemical, clinical 
and surgical standpoints. It is a classical work 
and clinicians and surgeons will be well benefited 
by the studious reading of this valuable and en¬ 


lightening contribution. The author discusses the 
various theories — toxic, infectious, shock, etc.— 
that have been advanced, and also the influence 
of the condition on the various abdominal viscera 
—the suprarenal glands, the liver, etc. 

The author demonstrates that intestinal ob¬ 
struction leads to massive dehydration and im¬ 
portant demineralization of the blood. There is a 
blood loss of sodium, potassium, calcium and 
chloride. The blood shows an increase of non¬ 
protein nitrogen. There is a fall of arterial 
pressure and a marked diminution in the ability 
of the subcutaneous cellular tissue to absorb 
normal solution. This lessened capacity of the 
subcutaneous cellular tissue for absorption is due 
to several factors: anhydremia, blood deminerali¬ 
zation, fall of the peripheral arterial pressure, 
toxic phenomena. 

He describes various methods employed for the 
prolongation of life in this condition and shows 
why they fail to give satisfactory results. He 
shows by e.xperimental results the outcome of 
ligation of the hepatic excretory ducts, and of 
ligation of one or both pancreatic ducts. A most 
interesting chapter is devoted to the influence and 
to the lesions found and brought about in the 
pancreas by intestinal obstruction. He attributes 
the deaths determined by intestinal obstruction 
to dehydration and demineralization and to in¬ 
toxication from these factors, intoxication being 
the most important. This intoxication has its 
origin in pancreatic pathology. Many different 
therapeutic procedures are discussed in detail. 

We would advise that the work be read and 
studied by all progressive physicians. The book 
contains over 1,100 bibliographic references. It 
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Sir John Lynn-Thomas, lUCs I \CS, 
(lied Sept 21 it Ins hntiK m Lkelirjd Cirdigin 
«!hirc Wilts It tilt i^t of “b )tnrs During tlit 
w'xr of 1914 lit \Ms consulting' surgtoii to the 
Wtsttrn Commiiid and then (Uimt> inaptttor 
of niilit ir\ orthoptdits Ht wns prim irii> rt 
sponsililt tor tht tst ihlishmtnt of the Prmte of 
Wiles hospitil ill Cirdift \\liith litgin is i hos 
pit il for innbitss soldiers ind liter hcciint i 
complete oithope he milt 

He retired from pritlitt in 1921 but ui^ still 
ictne in intdie il itfiirs ind sorted on the conn 
cil of the Ro> il ColltinC of Surijeons from 1918 
to 1933 In 1931 tlic honor ir> license of the So- 
cict> of XiJOtliec iries of I ondoii ■s\is conferred 
on him 
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Dr James B Murphy, memlKrof Koel efilkr 
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Oflieer of the Order of I eopold from llie kin;; 
of the IkI;'Jins in reco;,mtion of Ins work in the 
(leld of einccr revcireli 
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LINCOLN, NEBRASKA THESE WILL BE ACTED UPON IN THE REGULAR 
ROUTINE AS OUTLINED IN THE BY-LAWS APPLICATIONS FOR CON- 
SIDERATION MUST BE RECEIVED NOT LATER THAN A MONTH PRECED 
ING THE REGULARLY STATED ASSEMBLY MEETING 
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cialist; it stresses diagnosis and therapy, -.vhich 
IS what one desires in a work of this type. 

F. J. Pollock 

Royal Northern Operative Surgery. By the 
Surgical Staff of the Royal Northern Hos¬ 
pital. Cloth. Price, £2.2s. Pp. 551, with 463 


pital. --- 

illustrations. London: 
pany, Ltd., 1939. 


11. K. Lewis & Com- 




E. BARRINGTON-WARD, in the pre- 
face of this e.xccllent work, states, “The 
n a * present volume i.s the work of several 
an s and is designed to represent as far as 
possible the practice of the Royal Northern 
^uspitals. Each contributor has been 
^ ^ tor his subject, and the contributions 
rnrri.rf su jjectcd to collective criticism and 
cornorat^” " ^ ^ ntaking the whole a 

the suro-erv balanced account of 

Irfed wav nt ^ '■»>«-'- “"e well- 

been presented'"^'°'^"n”^" operation has 

A. J • • • Our aiiu, in short has been 

Luf ™ liv;":, --■‘to-ical’ exercles, 

practising surgeon." 

aulrTtve^icTeSd in ttir tS‘ T^fcom! 

by a group ot e.xcellent surgeons. Every seed on 
bears the stamp of authority and thoroughness 
or preparation. It is obvious that in a S hke 
this not every operative procedure ean be encom¬ 
passed. \oung surgeons will find it of immeX 
help and e.xperienced surgeons will lenm much 
from perusing its pages. 

The volume is printed on very fine paper and 
the illustrations are highly commendable, easilv 
followed and very instructive. 

The arrangement of the operations is regional 
and covers the entire body and its structures. 
Every usual operation is discussed, from the most 
commonly performed procedures to such surgical 
interv'entions as cardiomentopexy and operations 
o’A the sympathetic nervous system. Fractures and 
■rthopedic operations are sufficiently entered into 
• give the reader an instructive concept of 
-esent day treatment of fractures and orthopedic 
■^nies. 

I he authors obviously^ garnered from contem- 
".'.'v surgical literature what they considered 
'■-s; tor up-to-date surgical practices and included 
■ tl’.e volume. 

I h:s reviewer predicts great success for this 
cfi.ent volume, and it should unreservedly find a 
pijCe in the library of everyone interested in the 
practice and advancement of surgical art. 

Thorek 
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“SURQICAL SHOCK IS NOW PREVENTABLE 


With CORTATE Routine^' 


P REVENTION of surgical shock 
with pre-operative CORTATE 
ROUTINE has been demonstrated by 
Perla and his colleagues. This vital 
development was forecast physiological¬ 
ly and experimentally by Swingle and 
associates, Zwemer, Sweet, Rowntree, 
Lucas, Wyman, Harrop and Weinstein, 
and Loeb and Atchley. CORTATE 
ROUTINE in pre-operative preparation 
represents a surgical advance of the first 
magnitude. 

Even in debilitated patients undergoing 
most e.\tcnsive surgical procedures pre¬ 
operative CORTATE preparation result¬ 


ed in . - . “no signs of shock . . . blood 
pressure maintained or elevated ... ex¬ 
cellent course.” With CORTATE 
ROUTINE in postoperative care . . . 
“post-operative e.xhaustion and to.'cemta 
were definitely lessened, complications 
did not occur and operative recovery 
appeared, to the surgeons concerned, to 
be more rapid than in their preceding 
surgical experience”.* 

CORTATE ROUTINE is now a vital 
and indispensable part of therapy for the 
prevention of shock and for the asthenias 
following exhausting states or diseases. 

* D.; Fr»1m«n, D. G.; S«ndbtrg, M., And 6r«tnb«rg, 

S.: Proc. Sac. Esptr. B!ol. & M«d. 43i3f7 (Ftb.) 1140. 
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la a most instructue comnbutioii and is a monu 
ment to the industry and scuntific acumen and 
attainments of its author 

A P Heineck 


Diseases of the Nose and Throat B> 
Charles J Imperaton M D Professor ol 
Otolar>n^ologj, New York Polyclinic 
Medical School and Hosint.il and Herman 
J Barman, M D, Assistant Professor of 
Chnic.ll Otolarjngologj New York Post 
graduate Mcdiual School, Columbia Uni- 
\ ersity Second edition Price, $7 Pp 723, 
with -480 illustrations Philadelphia T B 
Lippincott Complin. 1939 

T his ^olunK is tin. second edition of a 
wideli read work It w.is prc\iousl> pub- 
hshed onl> three j ears ago. but the authors 
felt that ‘ the stead\ progress of rhinolar>ngolog> 
had necessitated e\tensi\e idditions .md numcr 
ous reMsions,’ hence this edition was produced 
The form of present.itton or the subjects is 
usetul, p.articularl) to those wtui wish a clinical 
reference work Under each elimcal entit> are 
discussed symptoms diagnosis and treatment, fol¬ 
lowed b) patholog>, etiologv .iiul proph>h\!s 


The first three chapters deal with equipment, 
the evamination of the patient and the use ot 
cocaine A section on the nose includes a chapter 
on the plastic repair of deformities of the nose 
In the section on the sinuses there is a chapter 
on roentgen e\.amination of the accessory nasal 
Sinuses and in this the most adaanced technic 
is dcsenbed Cjtologv of the nasal secretion is 
diiscusscd 

Disciscs 01 the n.isoph.ar>n\, jiharynx and 
mouth, i>ali\ar> glands and tonsils are presented 
at length The section on the lar\n\ is aer\ 
complete Included also arc the disc.ases of the 
trachea and bronchi, lungs and esophagus There 
IS a section on pcror.iI cndoscopj 

The last few chapters are unusual in a work 
01 this kind The use of physical ther.ip} and r.i- 
dialion in relation to the nose and throat arc 
presented in sueh .a wa) as to be %cry practical 
and useful The ch ipttr on allcrg> indudcs h.aj 
fc\tr and asthma The portion on hvperesthctic 
rhinitis, howtscr, is incliultd under diseases of 
the nose The chapter following the one on 
allergj is on the rel itionship of general disease 
to the nose and thioat, .and the last describes 
laborator> aids 

This is an evccllent \olnme as a reference 
work for the general practitioner and the spe- 
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‘*on mvafttftfcic reference /or all fenoral s«r- 
geons** the New York State Journal of Medi* 
cine about 

MODERN SURGICAL TECHNIC 


OTHERS SAY:— 

Southora Medical Jouimal— 
tion of surgical /cfAnic." 


. an invaluable presenta- 


Jouroel ot the Americaa Medical Association —"If it is 
PosttbU to write a ’stream4turii’ modern version of 
surgical procedure and art, this three volume edition comes 
close to the mofJl,’* 

Ly Journal of Bono and Joint Sar|ery- 7 *“rAi/ boot h one 

which gains bf comparison. It ts written by a master of 
general surgery!* 

MAX THOREKt M. D« Oetailed, step-by-slep dcsctiptioas of every stand¬ 
ard accepted operation make this work of inesti¬ 
mable worth as a reference to everyone interested in 
Z0S4 Pages surgery ... the man who does occasional opera- 

^ryj Hi , 4 > general surgeon and the man who limits 

us ra tons practice to a particular field. 2174 illustrations, 

3 Volumes outsunding for their perfection, graphically portray 

operative technics and enable the reader to follow 
$33.00 each procedure closely. The three volumes are the 

physical result of 35 years of daily surgical prac¬ 
tice and intense observation. 


SHOCK .. . BLOOD STUDIES AS A GUIDE TO THERAPY 

- —I by John Scudder, M. D. 


"o repDf* 
compornW® 
i„ imporlaw® t° 
Banting's wof*' 
on insul'"" 


With the discovery of this new diagnosis, shock 
can be anticipated with a test that requires only a 
few minutes . . . and with the new, equally simple 
treatment that Dr. Scudder has devised, shock can 
be prevented before its onset, or at the least its effect 
minimized greatly. Particulars of a series of cases 
of shock arc given in great detail. A laboratory 
manual is included to familiarize you with tests and 
treatment before you are called upon to use them. 
You need this book as a part of your working 
library. Send for it NOW! 

Approx. 300 Fafes • $8 Iliuttraltoni > )SiO 


J. B. LIPPINCOTT COMPANY 

Philadelphia » London • Montreal 
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the metropolis of a state extending from 
Honduras to what is today the Dominion 
of Canada. 

The first licensed surgeons who prac¬ 
ticed in the City of Mexico were Maestre 
Diego Pedr.'iza and Juan de .\mezquita. 
ijoth Spaniards; the latter arrived in 
New Spain with the expedition of Pan- 
filo de Xarvaez in 1520. 

Tn 1524. the Conquistador founded the 
Ilnspital dc !a Pnrlsiiiia Concepcion y 
Jcsiis PJacarcjio at the famous site known 
as Huitzillan, where he and the Aztec 
Pmperor Moctezuma held their first 
meeting: the Ilospital dc Jesiis, as it is 
named at the present time, is the oldest 
institution in all the Americas built for 
the purpose of assisting the needy. 

Tn 1535, Don Diego de i\fendoza, the 
first viceroy, brought to iMe.xico the first 
])rinting press that was operated in the 
Xew M’orld, under the direction of Juan 
Pablos (the Italian Giovanni Paoli), and 
under the benevolent patronage of Fray 
Juan de Zumarraga, .A.rchbishop of 
Mexico. 

The first book on surgery printed in 
all the Americas was Sumo y RecopUa- 
cion dc Cliiniryia, by Dr. .Alonso Lopez 
de klinojosa; this was printed in the City 
of Mexico in the year 1578 by Antonio 
Ricarco. The following year, the second 
book published in .America was also 
printed in Me.xico City by .Antonio Ri¬ 
carco. under the title. Tratado Breve de 
Cliirurgio y dc Blgunas Enfermedades, 
Iiy Dr. Garcia de Farfan, Fray .Agustin 
de Farfan, an .Austin friar. 

Fray Bernardino de Sahagun and the 
first viceroy of Xew Spain, Don -Antonio 
de Mendoza, founded the College of 
Santa Cruz de Tlaltelolco, inaugurated 
on January 6. 1536; the curriculum of 
this college included for the first time in 
.America a course in medicine, and it 
seems that surgery was also taught for 
Several years. From the Sahagun’s col¬ 
lege were graduated the first native 
surgeons, properly speaking, who added 
to their surgical practice the use of 


autochthonous medicinal herbs, the great 
variety of which played an important 
role in materia medica. 

-According to Dr. Francisco Fernan¬ 
dez del Castillo, the first recorded cysto¬ 
tomy was performed in Alexico; he failed 
to find an older urological operation of 
this kind reported other than the one 
executed in Mexico City the middle part 
of the sixteenth century by Dr. Cristobal 
Alendez, which was described by him in 
his book. Del Ejcrcicio y Su Provecho, 
published in Jaen, Spain, in 1553. 

On September 21, 1551, Emperor 
Charles V issued a Royal Decree order¬ 
ing the foundation of the Royal and 
Pontifical LTniversity of Mexico, having 
the same statutes, privileges and exemp¬ 
tions as the celebrated University of 
Salamanca; it was inaugurated on Janu¬ 
ary 25, 1553. This and the University 
of Lima, Peru, were the first institutions 
of their kind on the American Continent. 
On November 7, 1582, a specialized 
course in medicine was created at the 
University of Mexico, with Dr. Juan de 
la Fuente in charge. In 1621 a course 
in surgery and anatomy was initiated, at 
the request of Dr. Rodrigo Munoz, in 
accordance with the royal edict of Philip 
III. In the seventeenth century the 
Mexican profoniedicatus was similar in 
organization and function to that of 
Castille, and Spain was the vanguard 
amongst all other countries in the science 
of medicine. 

In 1576, Drs. de la Fuente, Lopez de 
Hinojosa and Hernandez gave great 
impetus to anatomic research on the 
cadaver, as a result of their work in dis¬ 
section done at the Hospital Real. 

The Royal College of Surgeons was 
founded in XUw Spain in 1786, in com¬ 
pliance with the royal decree issued by 
Charles III; it was inaugurated in the 
City of Alexico on April 10,1770, having 
the Plospital Real at its disposal for 
teaching purposes. The New Spain 
Royal College of Surgeons was the first 
in America and the third in the Spanish 
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PROGRESS IN UROLOGICAL SURGERY DURING 
THE LAST DECADE 
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P ERHAPS in no other department 
of general surgery and its affiliated 
collateral branches has sound and 
substantial advancement been more con¬ 
sistently marked and rapid than in the 
realm of operative treatment of diseases 
of the genitourinary system. This fact 
is attributed in large measure to refine¬ 
ment in methods of diagnosis and more 
careful selection of cases, primarily in 
consequence of cystoscopy, radiography 
and procedures for estimation of func¬ 
tional capacity or sufficiency. 

By the same token, few periods in the 
history of urology are more replete with 
brilliant achievements than that which 
will be rein’ewed in the course of the 
present survey. Onl}’’ the more signifi¬ 
cant of these exploits will be discussed 
briefly in chronological order. 

Visualbafiou of the ur'uiayy tract bv 
means of intravenous injection of certain 
substances has ever since its adoption a- 
a routine practice constituted an invalu¬ 
able aid for determination of functional 
activity. The original method of von 
Lichtenberg and Voelcker was in 1929 
greatly facilitated by Hiyntschak’.s tech¬ 
nic of combined pyeloscopy, and intra¬ 
venous or e.xcretory urography was in 
the same year rendered possible by the 
discovery of uroselectan by Swick, Bins 
and von Lichtenberg. Investigation of 
functional activity of the urinary tract 
was further simplified by the hydropJior- 
ayrapJi described by Trattner in 1930, 
the citicx-caincra introduced in that same 
year by Jarre and Cumming, and the 


method of serial pyelography announced 
by Moore in 1932. 

While the essential factor in prosta¬ 
tectomy by the method of Freyer, name¬ 
ly, enucleation of the gland, had until 
then been retained. Flarris in 1929 ma¬ 
terially improved the technic of the'pro¬ 
cedure by devising and inaugurating an 
ingenious plan of reconstruction of the 
prostatic cavity, this innovation repre¬ 
senting, in the opinion of qualified au¬ 
thorities, one of the most important ad¬ 
vances in prostatic surgery since the or¬ 
iginal report in 1900 of the method in¬ 
vented by Freyer. Flotvever, the year 
1932 witnessed the almost general adop¬ 
tion of the method of transurethral re¬ 
section as a substitute for the conven¬ 
tional operation of prostatectomy. The 
successful results obtained with the 
transurethral technic amply demon¬ 
strated the wisdom of this departure 
from long established precedent. Foley 
in 1933 presented a detailed descrip¬ 
tion of his instrument for electrore¬ 
section which he prosposed to employ 
for the operation previously performed 
with punch instruments. In the same 
war Herbet stated it as his convic- 
'lon that electroresection had already 
i'-en adopted and utilized in at least 75 

r cent of cases of urinary obstruction 
c'iiwed by the prostrate gland, and this 
au.'>ted to the excellent reception ac¬ 
corded the procedure by urologists. 

PROGRESS IN 1936 

The succeeding triennium was char¬ 
acterized bv a more or less universal 





CONTRIBUTIONS OF MEXICO TO SURGERY 


S URGERY in the pre-Cortes period 
of ilexican life «as essentially 
unimportant. In a society- uhich 
«as only moderately well organized, 
its culture being determined by the 
people who inhabited the region, and 
in a country where the copjier age had 
not become definitely established, 
surgeiy- proper could not e.\ist: it was. 
at its b^t. pracriccd according to rudi¬ 
mentary, empirical methods, tinged 
with witchcraft and occasionally 
blotted with the blood ot human sac¬ 
rifices. Thereiore. the oit repeated 
opinion of Fray Toribio de Eena- 
vente f .Motolinia ) regarding the skill 
of the .-Vztec tct^i:elcs lacks ^cic^Ii^c 
foundation. 

Leaving aside the pre-Cortc? period 
of a nationalh none.'Jstent Me.xico. it 
naturally follows that we mu-t begin 
this chronologic account w ith the com¬ 
pletion of the Conque-t (15211. a his¬ 
torical feat w hich registered the birth 
of a national individu.ilits-: this pri- 
marj- historic artion was follow ed by 
the colonial period and the sorrow nil 
process of the development of inde¬ 
pendent ilevico. 

It was in reality after the Conquest 
was completed and Hernan Cortes, 
the Great Captain, began the national 
integration of Mexico, that Mexican 
-urgers had it^ origin In the subse¬ 
quent colonial deselopinent. the vice¬ 
regal cits, capital of the Mexico ot 
todav. attained the prit ilege of tieing 
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methods which utilize the. intact ureter 
with the idea of asepsis have been p'-oved 
to be primarily submucosal. 

PROGRESS IN 1937 

Early in 1937 Schneider and Wild- 
bolz announced the outcome of experi¬ 
ments designed to elucidate the altera¬ 
tions induced by denervation of the kid¬ 
ney in an endeavor to render indications 
for the operation somewhat more defin¬ 
ite. The “thermostromuhr” method de¬ 
vised by Rein was utilized. After the 
normal flow of blood for several hours 
through the kidney of a dog had been 
established and registered, the kidney 
was denervated. Both artery and vein 
were carefully freed of visible nerve 
fibers, chemical sympathectomy was 
omitted and the ureter was left intact. 
A uniform result was noted, namely, a 
brief period of contraction of blood ves¬ 
sels and diminished flow of blood, fol¬ 
lowed first by a period of instability, 
then an increase of flow of from one and 
one-half to two and one-half times the or¬ 
iginal flow. On immediate decapsula¬ 
tion, the flow was increased by one-fifth, 
while decapsulation alone without de¬ 
nervation produced an increase of one- 
fifth in the rate of flow. Total denerva¬ 
tion was demonstrated by means of var¬ 
ious well established reactions to which 
experimental animals were subjected, 
but chiefly by artificial respiration with 
air of high carbonic acid content. It 
was found that the normal kidney re¬ 
acted to a high carbonic acid content in 
the blood by a marked dimintion in the 
flozv, despite a rise in blood pressure, 
while in a denervated kidney a high car¬ 
bonic acid content in the blood caused 
a marked increase in the flozv of blood. 

In a contribution submitted in 1937 
Moore described an improved method 
for cystoscopic removal of ureteral 
stones. Later during the same year Mc¬ 
Kay contrived an original type of dis- 
lodger, by utilizing the principle of mul¬ 
tiple catheters, but substituting four long 


silk threads attached to a small whale¬ 
bone bougie. McKay recommended that 
the instrument be passed beyond the 
stone, with the ureter well dilated, where¬ 
upon by pulling on the threads and hold¬ 
ing the filiform bougie firmly it would 
become slightly bowed, the stone then 
being entrapped by twisting, and 
brought down into the bladder by trac¬ 
tion. Moore subsequently modified this 
procedure by passing the filiform device 
carrying the threads well beyond the 
stone, even as far as the renal pelvis, 
then withdrawing it by traction only, 
with no attempt to induce bowing. The 
method thus perfected proved to be quite 
satisfactory when the ureter had been 
thoroughly dilated and a few cubic centi¬ 
meters of sterile oil injected prior to in¬ 
sertion of the dislodger. 

In the middle of 1937 Shih attracted 
the attention and interest of urologists 
everywhere by his report of the discov¬ 
ery of an exceedingly rare anomaly, so 
called postcaval ureter, the fifth thus far 
encountered at the time of operation. 
The kidney was found badly diseased, 
the upper portion of the ureter being 
greatly dilated, and lying close to the 
lateral border of the inferior vena cava. 
Instead of maintaining its lateral posi¬ 
tion, it passed posteriorly to the vena 
cava and then forward between the vena 
cava and the abdominal aorta, above 
their points of bifurcation. Mhnding an¬ 
teriorly, it again crossed the vein, re¬ 
suming its normal course to the urinary 
bladder. The portion of the ureter wound 
around the vena cava was not dilated and 
was intimately adherent to the great ves¬ 
sels. Nephrectomy was clearly indi¬ 
cated and was performed. However, 
Shih states that the procedure of choice, 
whenever possible, is to divide the ureter, 
disengage it from the vena cava and re¬ 
establish its continuity. Early recogni¬ 
tion of the anomaly when it exists and 
prompt institution of operative correc¬ 
tion are necessary to save the kidney. 
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RIASSUNTO 

II progresso uella chiriirgia urologica 
durante Vxdtima decade 

Riesaniinando il progresso della chi- 
rurg'ia urologica durante Tultima decade, 
I’autore discute la visualisazione del 
tratto urinario; il ristabilimento della 


chirurgia come metodo di cura; i 
risultati di esperimenti con Tanestesia, 
fra le quali I’anestesia segmentare per- 
idurale; i principi applicati nell’impiata- 
zione utere-intestinale; le alterazioni 
causate da denervazione del rene; e 
metodi migliorati del rimovimento cisto- 
scopico di pietre ureterali, fra le quali 
Tuso della tenta incerata filiforma. 
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lationsliip, since the blood vessels have 
their normal origin; and (4) length of 
the ureter, being relatively short in con¬ 
genital dislocation and of usual length 
in accidental dislocation. 



Fig. 1. Left. Superior renal sym¬ 
physis, showing fusion of the upper 
poles. Kidney is horseshoe shaped, 
with inferior concavity. 


RENAL SYMPHYSIS 

Renal symphysis results from polar 
or marginal fusion of the kidneys; it can 
be classified as follows: 

(1) Superior, fusion of the upper poles 
(fig. 1.), the kidney being crescent or 
horseshoe shaped, with inferior concav¬ 
ity (very rare). 

(2) Inferior, the result of fusion of 
the lower poles (fig. 2), the kidney being 
crescent or horseshoe shaped with su¬ 
perior concavity (relatively frequent). 

(3) Annular, the result of fusion of 
the upper and lower poles, the kidney 
being ring shaped (very rare). 

(4) Discoid, from fusion of the medial 
borders, the kidney being discoid or bis¬ 
cuit-shaped, i.e., constituting a single 


mass, with two pelves and two ureters, in 
a median prevertebral, pelvic or presac- 
ral position or in contact with the rectum 
or bladder. 

(5) Unilateral, from fusion of super- 



poies. Kidney is horseshoe shaped, 
with superior concavity. 


imposed kidneys, unilateral in location, 
with one kidney, usually the lower one, 
crossed over the other and provided with 
two ureters, two sets of blood vessels, 
two hila; fusion of the upper pole of one 
kidney with the lower pole of the other 
results in the sigmoid type (extremely 
rare). 

In the present study I shall describe 
a roentgenographic observation of su¬ 
perior renal symphysis, the kidney being 
crescent or horseshoe shaped with in¬ 
ferior concavity. 

This type of anomaly, which is very 
rare, is characterized by fusion of the 
upper poles of the kidney in the median 
line; the tissue of the union forms the 
isthmus, thick and wide or thin and nar- 
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laboration between the attending physi¬ 
cian and the roentgenologist is therefore 
indispensable. 

Consultation with Dr. Bernardo Reina 
preceded the final diagnosis of the case 
of M.P.; an intravenous pyelogram 
made of this patient is shown in Fig. _3. 
The film was taken with the patient in 
tlie dorsal decubitus, 15 minutes after 
uroselectan was injected intravenously. 
The right kidney shadow was in usual 
position, with the renal pelvis at the level 
of the ripper border of the third lumbar 
vertebra; the upper pole was slightly 
veiled by gases in the transverse colon. 
The left kidney shadow was better de¬ 
fined; the upper pole was situated im¬ 
mediately below the eleventh rib (projec¬ 
tion of its dorsal extremity) ; the lower 
pole was at the level of the left trans¬ 
verse apophysis of the third lumbar ver¬ 
tebra ; the lumbar spine, which was 
scoliotic, presented an arch with its con¬ 
vexity to the left, dislocating somewhat 
the lower, but not the upper, pole of the 
kidney; the body of the kidne}' was in ro¬ 
tation with the renal pelvis projected 
axially and with the ureter descending 
nearer the lateral than the medial border 
of the kidney. Roentgenologic interpre¬ 
tation read: Lumbar scoliosis with dis¬ 
location of the lower pole of the left kid¬ 
ney, without any change in the position 
of its upper pole. We concluded that the 
dislocation of the upper pole was appar¬ 
ently due to the existence of superior 
renal symphysis, a condition which 
caused the rotation, this, in turn, result¬ 
ing in the altered position of the shad¬ 
ows of the renal pelvis and ureters, as 
described above. 


The patient consulted me because oi 
indigestion, due, it was thought, to ; 
catarrhal condition of the biliary pass 
ages. Cholecystography revealed noth 
ing abnormal. Examination of the bil( 
(Meltzer-Eyon) showed that it wa- 
nmu? Jurbid in appearance, with co 

sXs biliarj 

’ "'"erous filaments of mucus 


leucocytes, epithelial cells and some ery¬ 
throcytes; the bile culture disclosed col¬ 
onies of colon bacilli and staphylococci. 

Genitourinary examination (Heita- 
Boyer method) disclosed no pathology 
of the genitalia. Veiy few colon bacilli 
were found in the urine from the left 
ureter. The amount of urine obtained 
from the right ureter was slightly more 
than that obtained from the left. A uro¬ 
gram (after the previous injection of a 
contrast medium) was interpreted with 
difficulty, but it established the existence 
of a renal anomaly due to malformation, 
which did not require surgical interfer¬ 
ence. 

The difficulty of interpreting the 
roentgenogram and the rarity of the 
congenital malformation observed in 
this case are the theme of this study. 
Correct diagnosis was established by 
coordinated evaluation of the physical 
and roentgenologic criteria. 

SUMMARY 

Kidney anomalies vary as to number, 
size, shape and form. They result from 
congenital malformations or errors in 
position. Congenital dislocation is dis¬ 
tinguished from accidental dislocation by 
the position and shape of the kidney, 
its vascularization and the length of the 
ureter. Renal symphysis results from 
fusion at the poles or margins of the 
kidney^s. This fusion may be superior, 
inferior, annular, discoid or unilateral. 
In the case described, the roentgeno¬ 
grams showed the lumbar spine to be 
scoliotic, arching to the left; the lower 
pole of the left kidney was displaced to 
the left; the upper pole was in normal 
position; the body of the kidney and 
the ureter were displaced laterally. 
Operation was not performed. 
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Nel caso descritto, la spina dorsale lorn- 
bare era scoliotlca, incurvando alia sinis¬ 
tra ; il polo pin basso del rene fu spostato 
alia sinistra, ma il polo superiore si tro- 


vava in posizione normale; il corpo del 
rene era in rotazione e I’liretere fu spos¬ 
tato lateralmente. La chirurgia non fu 
indicata. 



ABBOTT LABORATORIES FELLOWSHIPS IN CHEMISTRY 


For the academic year 1940-41, Abbott Labora¬ 
tories has established fellowships in several 
universities with important departments of or¬ 
ganic chemistry and biochemistry. The fellow¬ 
ships, carrying stipends of $650 per year, will 
be available to graduate students in the last or 
next to last years of graduate work leading to 
the doctorate degree. The recipients, who are 
to be selected by the universities in which their 
work is being done, are not limited as to the 
subjects on which they will work. 


The object of the fellowships is to provide 
meatis for the carrying on of additional scientific 
work in .Lmerican universities. The future pro¬ 
gress of chemistry in this countr}' will depend 
upon the availability of well-trained men, .4bbott 
Laboratories in establishing these fellowships to 
lend encouragement in these general fields. 

Grants will be made to the following univer¬ 
sities: in organic chemistry—Cornell, Harvard, 
Illinois, Michigan; in biochemistry—California, 
Columbia, Cornell. 




Dr. Wilbur A. Sawyer, director of the In¬ 
ternational Health Division of the Rockefeller 
Foundation, was awarded the first Leon Bernard 
Prize at a dinner of the League of Nations 
Association on January 29. The presentation was 
made by former Surgeon General Hugh S. 
Gumming. The award consists of a bronze 
medal and the sum of 1,000 Swiss francs. It is 
ait international prize to reward practical achieve¬ 
ments in the field of social medicine and its 
purpose is to perpetuate the memory of Pro¬ 
fessor Bernard, late member of the League of 
Nations Health Committee, by which the Leon 
Bernard Foundation was established in 1934. Dr. 
Sawyer was honored because of his achieve¬ 
ments in the field of yellow fever and his success 
in extending medicosocial protection to the popu¬ 
lations of many countries. 


Dr. Jesse W. .Bowers, F.I.C.S., of Fort 
Wayne, Ind., secretary of the Indiana State 
Board of Medical Registration and Examination, 
has been appointed a member of the National 
Board of Medical Examiners. The National 
Board will hold its twenty-fourth anniversary 
meeting in New York City on June 12, when Dr, 
Bowers will be inducted as a member. 


— 0 — 

Dr. Lionel Ernest Howard Whitby has 
been awarded the John Hunter liledal and Tri¬ 
ennial Prize by the Royal College of Surgeons 
of England for research work in “bacteriology 
with special reference to sulphonamide com¬ 
pounds." 


THE NEXT INTERNATIONAL ASSEMBLY OF THE INTERNATIONAL COL¬ 
LEGE OF SURGEONS WILL BE HELD IN MEXICO CITY, MEXICO, AUGUST 
10-14, 1941. DETAILS IN SUBSEQUENT ISSUES OF THE JOURNAL. 
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Lower pole of left kidiKj dislocated to left left kidney rotated 
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from that of the psoas muscle it is 
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ot the various abdominal shadows sur 
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diagnosis alone can lie only topographic 
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graphic and ciinieal diagnoses are co¬ 
ordinated, much infoi niation is gained 
and light is thrown on the subject tol 
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ino- to Forg-ue, this may be one of sev¬ 
eral types. It may be continuous, with 
systolic reinforcement; biphasic, that is, 
with strong- .systole and weaker diastole; 
or simplj^ systolic in the blood vessels 
outside the aneurism. With compres¬ 
sion of the tumor the murmur, pulsation 
and thrill disappear. 

The tumor is painless, even to pressure 
of the hand: but it may cause annoyance 
to the patient, making sleep difficult, 
principally because of the beating seiv 
sation which is constantly present. It is 
accompanied by tinnitus, a sensation of 
palpitation and intense headache. 

The sites of predilection for these 
aneurisms are the scalp, face, hands and 
feet. They are usually superficial; the 
literature contains no references to cir¬ 
soid aneurisms of the viscera or other 
organs, but it is reasonable to suppose 
that they may develop in any other part 
of the' body in which vascular tissue is 
present. 

In regard to frequency, it can be said 
that just as angiomas, arterial or ven¬ 
ous, are very frequent, primary giant 
cirsoid aneurisms are extraordinarily 
rai'e. In the 12 years of my practice in 
the surgical service of the General FIos- 
pital, Mexico City, I have seen about 
5,000 surgical patients; I have treated, 
in addition, 1,000 surgical cases in pri¬ 
vate practice. Among these 6,000 pa¬ 
tients I have found only one case of 
primary giant cirsoid aneurism. 

A cirsoid aneurism sometimes de¬ 
velops with extraordinary speed, but 
usually it develops slowly and always 
bv extension. It ultimatel}- causes the 
overlying skin to ulcerate, producing 
severe hemorrhages whidi may result in 
death. Most authors agree that these 
vascular entities never heal spontane¬ 
ously and therefore, to iirex ent loss of 
time, immediate treatment is advised. 

Clinically, an aneuri-,m is diagnosed 
easily. It is to be difiereiitiated from ar¬ 
teriovenous aneuri-m and angioma, 
wliich are common. An arteriovenous 


aneurism affects the large vessels and 
has a single communication, pressure 
upon which causes the beat to disappear 
(Terrier’s sign); in cirsoid aneurism, 
the beat disappears only when pressure 
is exerted over the entire surface of the 
tumor. Angiomas are congenital and 
appear as simple red or bluish areas, or 
as erectible tumors, but they are never 
pulsating on palpitation or auscultation. 

Various types of treatment have been 
proposed to cvtre cirsoid aneurism— 
caustic pencils with zinc chloride, appli¬ 
cations of iron perchloride, coagulating 
injections in situ, compression, distant 
ligatures, electropuncture, roentgeno¬ 
therapy and lastly, extirpation. This 
last method is the procedure of choice. 
When cirsoid aneurisms are of the giant 
variety, partial, repeated excision is 
recommended until complete cure is 
attained. 

CASE REPORT 

Marcos M. C., Mexican, 37 years old, mar¬ 
ried, workman in a textile factory, entered the 
liospital May 2, 1939, with the diagnosis of left 
frontopalpebral angioma (fig. 1). 

History. The family history was negative. 
He had typhus at the age of 10. Seven years 
previous to the present examination he had 
suft'ered trauma of the left frontal region. His 
present complaint was pain in the left half of 
the face; an irregular tumor was present in 
the frontal, superciliary and palpebral regions 
of the left side. This tumor was first noticed 
seven years ago following contusion of the left 
frontal region; a hematoma had appeared, 
which lasted only a week. A month later a 
small round tumor the size of a chickpea was 
noticed; it was soft and painless on pressure. 
During the next three years it increased slowly 
in size until it reached the size of a large orange. 
At that time an operation resulted in a reduc¬ 
tion in the size of the tumor, but it was not 
removed completely (fig. 2). A month later 
spontaneous rupture of the tumor occurred, 
with copious hemorrhage, one liter of blood 
being lost, according to the patient. Ligation 
stopped the hemorrhage. Following this 
emergency operation, the tumor remained sta¬ 
tionary and no further accidents occurred dur¬ 
ing the succeeding three years. About a year 
before the present admission several more 
tumors appeared; these surrounded the primary 
tumor, the latter also showing increased 
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• growth. Invasion of the adjacent tissues fol¬ 
lowed until the superciliary, palpebral and an- 
terior parts of the temporal regions of the left 
side were affected (fig.'3-5). Eight months 
before admission to the hospital, neuralgic pain, 

: continuous and without radiation, appeared at 
the site of the tumor and extended to the lower 
; half of the face. Fortunately, the neuralgia 
lasted but a short time. Finally, the patient de- 
; veloped total loss of vision of the left eye. 

; Ex.vmination. The patient was of fair 
i physical development. Plis height was 1.7 in. 
. * and his weight, 72 kg. The blood pressure 
was 120/65; pulse, 60, full and of normal 
rhythm. A tumor occupied the frontal, super¬ 
ciliary and palpebral regions, the anterior half 
j of the temporal and the left anterosuperior 
i parietal regions. It was irregular and nodular, 
giving the impression of being formed of a 
j group of tumors. Soft and elastic, it could be 
1 compressed easily with the hand, but it re- 

* sumed its shape after pressure was removed. 
I There was synchronous pulsation. The volume 
> increased when the patient lowered his head. 

, I There was no thrill or murmur. The adjacent 
tissues were furrowed by varicosities connect¬ 
ing with the tumor. The rest of the scalp pre- 

Fig. 5. Posterior view, showing right side unaffected. 




i,;. 0 . Ki.'eiugeno!o','ic itudy of skull, lateral view, shouing increabcd deiibity of bone in affected area. 



PRIMARY GIANT CIRSOID ANEURISMS 

FRANCISCO FONSECA GARCIA, M.l)., F.I.C.S. 

Member of the Mcxitati Academy of Surgery 
MEXICO CITY, MEXICO 


G iant primary cirsoid aneurisms 
are seen but rarely, and while 
their diagnosis presents few, 
their treatment presents many difficul¬ 
ties. It is still a question as to whether 
they should be considered as aneurisms 
proper or as vascular tumors. Virchow, 
believing them to be tumors of the blood 
vessels, called them racemose arterial 
angiomas or Renkenangiomas. Dupuy- 
tren descriptively termed them arterial 
varices, while Gosselin named them cir- 
soids, from the Greek cirso, meaning 
varix According to Delbet, they are 
characterized, not only by localized vas¬ 
cular induration and dilatation, but also 
by the establishment of numerous ab¬ 
normal communications between the ar¬ 
teries and veins and more especially be¬ 
tween the smaller branches and capil¬ 
laries. Contemporary anatomic and 
pathologic studies confirm Delbet’s find¬ 
ings. 

In the cirsoid aneurism the earliest 
pathologic communications are between 
the arterioles and the veins. While cir¬ 
soid and arteriovenous aneurisms closely 
resemble each other, two characteristics 
distinguish them as shown by Delbet; 
Whereas in the cirsoid aneurism the 
communications are multiple and involve 
the capillaries, in the arteriovenous 
aneurism the communications are sin¬ 
gle and usually involve the larger vessels. 

The tumefaction can be divided into 
two parts—the cirsoid itself and the por¬ 
tion consisting of the dilated afferent and 
efferent vessels. In a cut section the cir¬ 
soid presents the aspect of an areolar 
and cavernous body containing numer¬ 
ous cavities of variable size, 3 mm. or 
less in diameter. The walls of these cav¬ 
ities may resemble the walls of arterioles 


of medium caliber, lined with columnar 
epithelium and surrounded by three thin 
tunics which contain little elastic tissue; 
or they may resemble veins with an en¬ 
dothelium of polyhedral cells surrounded 
by muscle and connective tissue fibers. 

The tumor, when covered with skin, 
has the appearance of a cluster of worms 
because of the many twisted, expanded 
and contracted afferent and efferent 
veins and arteries. 

In regard to its origin, de Saint Ger¬ 
main stated, in 1844, ‘‘On this point 
everything is obscure and ill defined.” 
Basset, writing at the present time, 
stated, “We do not know a great deal 
more today.” 

Usually it is considered to occur sec¬ 
ondary to a congenital arterial angioma 
or more rarely to a venous angioma. 
Trauma is believed to be the inciting 
factor because it results in rupture of 
the capillaries and brings about com¬ 
munication between the arterioles and 
veins. Once communication is estab¬ 
lished, dilatation of the veins, both 
afferent and efferent, ensues. Some 
writers, among them Basset, believe that 
inflammation as well as trauma is 
necessary for their production. 

Grossly a cirsoid aneurism is an ir¬ 
regular, somewhat diffuse, elevated 
tumor lying under the skin, which is 
tinged blue. It is relatively soft and par¬ 
tially compressible, returning quickly to 
its previous size with the removal of 
pressure. On palpation pulsations and 
a thrill (Hunter's thrill) will be felt 
synchronous with the arterial beat, and 
the impression transmitted to the e.xani- 
ining hand is that of a mass of w' '"S 
A blowing murmur can be I 
auscultation over the aneuris 
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GENERALIZED SPINAL ANALGESIA 


DARIO FERNANDEZ FIERRO, M.D.. F.A.C.S., F.T.C.S. 

Meinhcr of tlie Mexican Academy of Surgery 
MEXICO CITY. MEXICO 


W FIEN I was studying- medicine 
in 1908, spinal anesthesia was 
the subject of lively discussion. 
This procedure had been introduced a 
few years before, and thanks to the work 
of Corning- (U.S.A.), Bier (Germany) 
and Tuffier (France) it was becoming 
widely recognized. In the city of Oaxaca 
on July 2, 1900, Dfs. Ramon Pardo, 
Luis Flores Guerra, Herminio Acevedo 
and Manuel Pereyra Mejia were among 
Ihe first surgeons in Mexico to accept 
and practice spinal anesthesia. In Mexi¬ 
co City the first thesis on the subject 
was written by Everardo Landa and 
Adalid y Castillo. Aureliano Urrutia and 
Julian Villarreal were among the most 
ardent advocates of the method. Since 
that time spinal anesthesia has been so 
widely practiced in Mexico that_ this 
country can claim a lieu d’hoiuieur in its 
history and advancement. 

When spinal anesthesia was first prac¬ 
ticed, it was resorted to only in opera¬ 
tions on the abdomen and lower extremi¬ 
ties ; instances in which it was used for 
operations on the thorax and upper limbs 
were rare, indeed. The possibility of em- 
ploidng- it in surgery of the head, neck 
•ind thorax was considered by many, 
among these being Chaput (1901), le 
Filliatre (1901-1904), Jonnescu (1908) 
and others. In Mexico those who at¬ 
tempted to use it in various regions 
were Villarreal, Lopez, Urrutia. Adalid 
y Castillo, Padilla and Moreno. 

Since 1908 I have been stiuiying gen¬ 
eralized spinal analgesia, and the results 
of my investigation-; have appeared in 
various theses publi>betl under my pre- 
ceptorship, such as: “.Supraspinal Anal¬ 
gesia.” Aincenie Meza (^Mexico City) 
1917; "General .-Xnalgesia by Injection 


of Cocaine in the Lumbar Spine,” En¬ 
rique Rodarte (Mexcio City) 1918; 
“Experimental Questions on Spinal An¬ 
esthesia,” Fernando Lopez Clares 
(Mexico City) 1929; and “Generalized 
Spinal Anesthesia, Koster Method,” 
Julio Z. Garza Cantu (Mexico City) 
1935. .All these are on the subject of 
general analgesia. I shall now present 
the results of 30 years of study. I shall 
sketch briefly the history of spinal anal¬ 
gesia, point out priority and describe 
technical details. 

REVIEW OF LITERATURE ' 

ChapuP stated, in 1901, “Most au¬ 
thors employing- cocaine anesthesia in 
the lumbar region admit that it is useful 
for operations on the lower limbs, pelvis 
and lower part of the abdomen. ... I 
agree with Tuffier in regard to opera¬ 
tions on the abdomen and thorax. . . . 
Moreover, I believe that Tuffier’s method 
can be easily applied to operations on 
the upper limbs and perhaps to head 
operations.” In this article he described 
three major operations which he had 
performed on the upper extremities by 
means of spinal anesthesia, with cocaine. 
The first operation was a resection of 
the elbow; the second, resection of the 
olecranon; the third, amputation of the 
hand. In the first two, anesthesia was 
obtained in 9 to 11 minutes; in the third, 
anesthesia was incomplete, I'eaching only 
the third rib and the patient complained 
of pain; however, his complaints were 
mild and there was only a slight degree 
of tenseness. The writer stated that the 
cocaine had facilitated the operation and 
that without it the amputation would 
have been impossible, especially in a 
nervous and timid patient. Fie also re- 


2\A 
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accidents; that one need not be alarmed 
by pallor, perspiration or chilling- on the 
part of the patient; and that these reac¬ 
tions are but the natural sequelae of high 
anesthesia. He advised no medication 
to increase systolic tension. The only 
contrindication to spinal anesthesia, in 
his opinion, is local infection at the point 
of injection. He had four failures, and 
in his opinion, in none of these was spinal 
anesthesia responsible for the failure. 

Labat, in 1930, presented a slightly 
different technic, whereby morphine and 


tolerated if injected into the cisterna 
magna. He believed the Trendelenburg 
position to be mandatory to avoid cere¬ 
bral anemia. Veher used 20 to 24 eg. 
of novocaine in 3 cc., diluted to 6 cc., 
and made the injection in the second lum¬ 
bar space. The Trendelenburg position 
(at an angle of 10“) was maintained 
from 4 to 24 hours after the operation. 

Maxsson stated that the injection of 
160 mg. in the sixth dorsal space pro¬ 
duces sensory blockage of the entire 
body and motor blockage below the sixth 



Fig. 1. Left. Spinal puncture with patient in right lateral decubitus. Puncture may 
be practiced, if preferred, with patient in vertical position; afterwards patient is inclined 
at an angle of 45°. 

Fig. 2. Right. Patient inclined at angle of 45°. Only in this position must 
anesthetic be injected. 


scopolamine are injected before opera¬ 
tion. For operations above the dia¬ 
phragm the puncture is made between 
the twelfth dorsal and first lumbar verte¬ 
brae, with the patient seated; immedi¬ 
ately after the injection he is placed in the 
Trendelenburg position, which is main¬ 
tained for three or four hours after the 
operation is completed. French novo¬ 
caine or neocaine, 10 to 20 eg. in 8 cc., 
is used, the injection being reinjected 
in operations above the diaphragm. ATry 
rarely is general anesthesia produced by 
this method. 

ATher, in 1931, made studies to de¬ 
termine the amount of novocaine needed 
to produce anesthesia of the head with¬ 
out causing paralysis of the cardiac or 
respiratory centers. Fie concluded that 
those centers are very resistant to the 
action of novocaine. lie jjointeil out that 
whereas a dose injected into the spinal 
canal is tolerated, this same dose is not 


dorsal vertebra, producing general anes¬ 
thesia. 

From this review, it will be observed 
that various procedures have been used 
for spinal anesthesia. Some of them, 
based on the level of the puncture (those 
of Tait and Caglieri, Morton, Jonnesco) 
have been abandoned because of result¬ 
ing fatalities. Others, such as le Filli- 
atre's method, decrease the tension of 
the cerebrospinal fluid, a method which 
I have used frequently, and even if fatali¬ 
ties do not occur, anesthesia is not al¬ 
ways produefed. Delmas’ method, based 
on the speed with which the fluid is in¬ 
jected, in my experience did not yield 
the results claimed for it by its origi¬ 
nator. The remaining procedure has as 
its basis the effect of the Trendelenburg 
))Osition assumed immediately after the 
injection, the claim being that this posi¬ 
tion increases the diffusion of the anes¬ 
thetic and prevents cerebral anemia. 
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RIASSUNTO 

AneurUine cirsoidi primat'ic giganfc 

L’aneurisma cirsoide e una malatiia 
molto rara. L'autore ha visto solo un 
caso fra 6000 casi chirurgici trattati 
negU ultimi 12 anni. Ordinariamente^ 
Taneurisiiia cirsoide occorre secondaria- 
niente a un’angioiiia congenitale. 


II trauma pud essere il fattore causa- 
t/h'O. li caso qui riportato sviluppd dopo 
il trauma nia I’esistenza prccedente di 
un’angionia non fu scoperta. Uinva- 
sioiie dell* occhio nccessito I’enuclea- 
zione. Guarigione segui. Il trattantento 
migliore e la recisione col bistouri in uno 
o parecchi stadii perativi. La progriosi 
e senipre seria. 


PAST PRESIDENTS HONORED 


Living past presidents of the Northern Medical 
Association of Philadelphia were guests of honor 
at a testimonial banquet gitcn by the Association 
March 18 at the Hotel Touraine, Philadelphia. 
Guest speakers were Dr. W. Wayne Babcock, 
F.A.C.S., and the Hon. Charles Grakelow, 
both ‘of Philadelphia. Among the past presidents 


honored were Drs. David Riesman (president 
m 1902); Thomas R. Currie (1904); Israel 
Binder; Moses Behreiid, F. A-C. S., F. I.C. S. 
(1916); A. C. Morgan; Bernard Mann, F.A. 
C.S.; M. Bernstein; B. Ulanshi; V. R. Man¬ 
ning; and Hyman I. Goldstein (1939). 


Dr. Francisco Fonseca Garcia, secretary of 
the Jklexican chapter of the International College 
of Surgeons, has been decorated by the French 
Government with the Academic Palms. 


Professor E. Maragliano, professor emeritus 
of clinical medicine in the University ot Genoa, 
founder of the first Italian institute for scientific 
and practical studies on tuberculosis, has died a‘ 
the age of 91 years. 


Dr. James D. Bruce, of the University of 
Michigan, who was chosen president-elect of the 
American College of Physicians last year, was 
inducted into the office of president at the con¬ 
gress of the College held in Cleveland in April. 
He succeeded Dr, O. H. Perry Pepper, of 
Philadelphia. Dr. Roger I. Lee, of Boston, 
formerly professor of hygiene at the Har\'ard 
Medical School, was chosen president-elect. 


Dr. Elliott P. Joslin, cChuciI profc'- c: 
medicine, emeritus, at :hi Htrrarcl 
School, has been named to • . laxs- 

Dr. Harvey Cushing bjxcary cha -lar 
the Division of Medieu^ aiii Public ' -Jii~ ■ 
the President’s ComrcLui jz L'niver- 7.: ‘ 
opment. The Coirumre i cU::nir^ L ' ' ' 
additional emiovMntia iir-let Jftdici. 

Yale University. 


REQUESTS FOR INFORMATION AND APPLlCATlJTirS FOR 
MEMBERSHIP. MEMBERSHIP OR FELLOWSHIP ZY FHE UITE*' 
COLLEGE OF SURGEONS SHOULD BE ADLEZTRRD C—.T 

OSBORNE, BUSINESS SECRETARY, 2543 PAESTO ‘ ^ 
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ZUSAMMENFASSUNG 

Allgemeine Spinalandsthesie 

Die Entwicklung der Spinalanasthesie 
ist in geschichtlicher Reihenfolge be- 
trachtet. Der Autor beschreibt seine 
personliche Technik und liebt die Art 
und Weise in der sich seine Technik von 
anderen unterscheidet hervor. Er fiihrt 
505 Operationen an Kop£, Nacken und 
Brustkorb auf die er mit seiner Technik 
ausgefiihrt hat. 

SUMARIO 

Analgesia Espinal Generalizada 

Un estudio cronologico de la evolu- 
cion de anestesia espinal generalizada 


es hecho. El autor describe su metodo 
personal y llama la atencion en la ma- 
nera que su metodo se diferencia de los 
demas. El anota 505 operaciones en la 
cabeza, cuello y torax que el ha hacho de 
acuerdo a su tecnica. 

RIASSUNTO 

Analgesia spinale generale 

Uno studio cronologico dello sviluppo 
dell’anestesia spinale generale e fatto. 
L’autore descrive la sua tecnica perso- 
nale e dimostra le maniere nelle quali il 
suo metodo e diverso dei metodi degli 
altri. L’A.compila una lista di 505 ope- 
razioni sulla testa, sul collo e sul torace 
che egli ha fatto secondo questa tecnica. 


SUMMER SCHOOL CLINICS 


Summer School clinics will be conducted under 
the direction of the Vancouver Medical associa¬ 
tion from June 25 to June 28, inclusive. Head¬ 
quarters will be the Hotel Vancouver, Vancouver, 
B. C. Speakers will be Drs. William S. 
Middleton, dean and professor of medicine. 
University of Wisconsin Medical school; Fred¬ 
erick L. Reichert, professor of surgery, Stan¬ 


ford University School of Medicine; P. C. Jeans, 
professor of pediatrics, University of Iowa; 
William Magner, department of pathology, 
University of Toronto; and A. W. Farmer, 
department of surgery. University of. Toronto. 
Dr. H. H. Caple, 203 Medical Dental Building, 
Vancouver, is receiving all inquiries regarding 
the clinics. 


INTERNATIONAL OFFICERS 


President, Dr. Andre Crotti, Columbus, Ohio. 

President-Elect, Dr. Fred H. Albee, New York 
City. 

Vice-Presidents, Prof. Dr. Rudolf Nissen, 
Istanbul, Turkey; Prof. Dr. A. Mario Dogliotti, 


Catania, Italy; Prof. Dr. Alc.Kander Stanischeff, 
Sofia, Bulgaria. 

Treasurer, Dr. William Seaman Bainbridge, 
New York City. 

Acting International Secretary, Dr. Max 
Thorck, Chicago. 


REMITTANCES FOR DUES: CHECKS SHOULD BE MADE OUT TO DR. 
BENJAMIN I. GOLDEN, TREASURER, AND MAILED TO MR. RALPH E. 
OSBORNE, BUSINESS SECRETARY, 2543 PARKWOOD AVE., TOLEDO, OHIO. 




. to abandon 

CENEK^I-fZHi^ tor Utin w ^ 

.periorv^edabo^^ '>« 

? anestbefa V^^canse f ^„=aine «"fsUu'r*'''"rLlar barbotage 

^ L^a h% tvie J _ -.ties, 


o> >“» .i»''f'; 

<E:.<b''trS»»»£jS^ 
"SSifi'Ss 

.»s»%s.»«t. s«;.';i .* ’CiSoS 


in 'it'.iwsntS ZSS' 

or ttecb ts n^- 

tUa Sropetab«g,Tentottona 


l£^dV:ii:n"bebead. ^e m s-f \Ul lUff 

(d) Vrrffecdve'y^^robet^ssdrfi-- ^a^^^ £ atto^-^ed tn d ^ 

,,,Vtert repo^^, ^ 

the nse , ^ervieat spate; p^tie" ^,tained '' ^,g\r aS 

'3^ 

‘"r«»;i®»aj »,f s 'n.*;*' 

»clsa5sss^ir^ S iSs^l^'iSg * 



220 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


in which the pterygium has had an ex¬ 
cessive development, as a general rule, 
the corneal tissue is involved. 

Another important anatomic fact is 
that the dissection should be from the 
periphery towards the center. This de¬ 
tail has given rise to special methods 
which will be treated in the course of the 
article. 

ETIOLOGY 

Very little is known of the etiology of 
pterygium. According to Horner, 
Fuchs, Zehender and other opthalmolo- 
gists, it originates in the pinguecula. 
Degeneration of the conjunctiva pro¬ 
duces a fatty infiltration of the intimate 
structure of tliis membrane and the mem¬ 
brane under it (the episcleral tissue), 
this degeneration resulting in a certain 
degree of mobility of the conjunctiva. 
In the pinguecula there is, in addition, 
new formation of elastic tissue, which 
shrinks the conjunctiva; when the tissue 
invades the sclerocorneal limbus it is 
easy to explain, up to a certain point, 
the retraction suffered by the conjunc¬ 
tiva and the formation of the fold of 
membrane which constitutes the ptery¬ 
gium. 

Flowever, recent biomicroscopic stud¬ 
ies made by Coby and Galemaerts have 
demonstrated that the pinguecula is a 
senile degeneration of the conjunctiva 
and that it exists constantly in persons 
of advanced age. Therefore, the fre¬ 
quency of pinguecula does not corres¬ 
pond to that of the pterygium. On the 
other hand, there are other factors which 
contribute to its formation, such as pow¬ 
der, smoke and irritating gases, intense 
sunlight or other light, heat, etc. Its 
occurrence is exceptional in persons not 
exposed to one or more of these irritants. 
Pterygium frequently is found among 
the wealthy and, what is more curious, 
these cases have the characteristics of a 
hereditary disease. 

Among the causes gi\-en have been 
slight trauma of the margin of the cor¬ 
nea which would incite the incursion of 


vessels in the conjunctival tissue of the 
cornea. Furthermore, this theory has 
been somewhat confirmed by the pres¬ 
ence in the cornea of multiple small 
marginal ulcerations seen only by means 
of the slit lamp. 

The vascular theory of pterygium for¬ 
mation is of great importance and has 
inspired a number of operative technics 
and therapeutic measures which usually 
give good results. One of the most ar¬ 
dent defenders of this theory is Prof. 
Obarrio of Panama, who has made a 
careful study of the vessels of the ptery¬ 
gium. According to this author, if the 
vessels end by forming' loops after extir¬ 
pation, the pterygium does not recur, but 
if they end in brush form which is di¬ 
rected towards the cornea, their recurr¬ 
ence is almost certain. To avoid it he 
advises cauterization, repeated until the 
desired modification in the vessels is ob¬ 
tained. 

Terson attributes great importance to 
the pinching of the conjunctiva which 
determines the formation of the pin¬ 
guecula. 

In truth, the etiology is obscure and 
in certain cases one might invoke one or 
niore of the causes mentioned. It is also 
necessary to cite other more obscure 
causes, such as alcoholism, hot climates, 
neurotrophic disturbances, etc. 

TREATMENT 

The treatment of the pterygium is 
surgical but even nowadays the results 
are uncertain. Analyzing, on the one 
hand, some of the operative methods 
which have been used, and on the other 
hand, the mistakes, faulty technic, and 
even the lightness with which this dis¬ 
ease is considered, it is seen that a great 
number of the causes of failure reside 
not in the tenacity and recurrence of the 
condition, but in the difficulty of per¬ 
forming the operation in an irreproach¬ 
able manner and in the belief that the 
thing is a simple one, whereas in reality 
it is not. 
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third stage in which surgeons concen¬ 
trated their attention on scraping and 
cauterizing the head of the pterygium 
with the thought that a great improve¬ 
ment had been made in the treatment of 
the disease. However, failures still oc¬ 
curred and the ingenuity of the opera¬ 
tors was called into play to invent new 
methods of attaining success. Modifica¬ 
tions were then adopted in accordance 
with experience and the different the¬ 
ories of etiology. Thus were brought 
into practice the procedures of inversion, 
pricking, deflection, transplantation, 
forcible separation, etc., some of which 
are still used at the present time with 
good results. 

It would be tedious to review all of 
these technics, but they may be men¬ 
tioned by groups, placing together those 
which have common characteristics and 
are essentially identical. At the same 
time their advantages, defects and dis¬ 
advantages will be pointed out. 


METHODS OF EXCISION 

The methods of excision consist in 
extirpating the pterygium. If the body 
is triangular or quadrangular in form, 
the head is carefully loosened and re¬ 
sected. After scraping and cauterization 
of the bloody part of the cornea, the 
wound is sutured by simple approxima¬ 
tion of the edges. Usually a horizontal 
scar remains; some uncovered areas of 
the sclera are left uncovered, these clos¬ 
ing by granulation. The result is in an 
enlarged, irregular scar and if the ex¬ 
cision is ample, the conjunctiva hangs 
over the cornea, causing recurrence or 
the formation of a false pterygium (figs. 

3-6). 


METHODS BY EXCISION AND CONJUNC- 
TIV.VL .\UTOPL.\STY BY TRANSFERENCE 


These methods are. in princii)le. the 
same as those described above, but in 
order to close the wound and avoid in 
part irregular scars, e.xcision of the 
pterygium is followed by incision and 


detachment of the conjunctiva, thus per¬ 
mitting an easier transference and the 
approximation of the edges by means 
of sutures. Some of these have the dis¬ 
advantage that the remaining tissues 
project over the cornea, produce folds 
in the conjunctiva and cause horizontal 
scars (figs. 7-10). 

One of the typical technics of this 
category is that described by Dr. Daniel 
M. Velez, consisting in excising the 
pterygium in its entirety and later mak¬ 
ing an ample debridement of the con¬ 
junctiva towards the upper and lower 
parts of the cornea. By this ingenious 
detail the conjunctiva is easily freed and 
the portion showing loss of tissue as a 
result of excision of the pterygium may 
be covered. 

METHODS BY EXCISION AND DEFLECTION 

These methods, wdiich are more nearly 
perfect than any previously described, 
entail more autoplasty and the formation 
of a deflected scar with respect to the 
palpebral fissure. Terson, Fernando 
Lopez, Uribe Trincoso, Lipscomb and 
others use these methods. 

METHODS BY SIMPLE DEFLECTION 

With simple deflection the pterygdum 
is uprooted and transferred to another 
place. Desmarres was the first to put 
this idea into practice. He first dis¬ 
sected the pterygium and then placed it 
in a new bed on the conjunctiva; after¬ 
wards he inserted it under the conjunc¬ 
tiva in order to cause a definite deflection 
of the vessels and to provoke the atrophy 
of the pterygium (figs. 11 and 12). 

Later MacReynolds modified this pro¬ 
cedure. inserting only the head, without 
total dissection of the pterygium, which 
is accomplished through an incision 
made on the lower edge of the pterygium 
(figs. 13 and 14). These procedures are 
inspired by the preponderant role at¬ 
tributed to the blood vessels in the for¬ 
mation and recurrence of the pterygium. 
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conjunctival blood vessels. The variety 
of these procedures is almost infinite, 
as an incision made farther up or farther 
down, a flap placed upward or down¬ 
ward, and differences in the shape, size 
and number of the incisions constitutes 
sufficient motive for describing a new 
procedure for each variation in technic. 
Typical methods are those of Dr. Fer¬ 
nando Lopez, who makes a small tri¬ 
angular flap, thereby obtaining an ob¬ 
lique and lineal scar (figs. 15-18) and of 
Dr. Terson, who makes a rectangular 
flap which descends and covers the con¬ 
junctival breach (figs. 19 and 20). Some 
of the procedures of this category have 
the great defect of making too ample 
dissections of the conjunctiva, the re¬ 
sulting flaps hanging over the cornea 
and covering its bleeding portion, thus 
leading to recurrence. Another objec¬ 
tion to these procedures is the difficulty 
of their complicated technics. 

METHODS OF TRANSPLANTATION 

These methods consist in replacing the 
pter 3 fgium by a piece of conjunctiva 
taken from the unaffected eye, if it is 
healthy, or from the healthy part of the 
diseased eye. Instead of a conjunctival 
graft a portion of labial mucous mem¬ 
brane or even a bit of skin may be used. 
These procedures can be recommended 
only in the almost irreparable cases, such 
as those in which the pterygium is com¬ 
plicated by symblepharon, atrophy of 
the conjunctiva or marked retraction of 
the tissues and with immobility of the 
ocular globe, a frequent sequela in cases 
of pteiwgium which have been operated 
upon and have recurred several times. 

METHODS BY FORCIBLE SEPAR.A.TION 

These do not exactly constitute a 
group of procedures but rather of varia¬ 
tions employed by operators. Attention 
is called to the manner in which some 
operators separate the head from the 
remainder of the pterygium; that is 
to sa}-, they make a real extirpation. 


proceding from the periphery towards 
the center. For this soine use a 
squint hook; and Prince, Webster, Fox 
and others accomplish this by means of 
sutures previously placed in the body of 
the pterygium. In this^roup are those 
operators who dissect^from the peri¬ 
phery towards the center. The extirpa¬ 
tion is easy and almost never is a residue 
of the pterygium left in the cornea. Oper¬ 
ating from the periphery towards the 
center has an anatomical foundation. 

DEFECTS AND MISTAKES IN TECHNIC 

From the foregoing enumeration of 
some of the principal operative methods, 
it will be seen that defects and mistakes 
in technic abound and among them are: 
too wide dissection of the conjunctiva, 
especially if this is made in the sclero- 
corneal limbus itself which makes auto¬ 
plasty at a later date difficult and pre¬ 
disposes the conjunctiva to project over 
the cornea; the development of horizon¬ 
tal scars and of folds produced by gran¬ 
ulation tissue abundant proliferation of 
the vascular tissue; the persistence of the 
hypertrophied episcleral tissue which 
raises the conjunctiva and makes it more 
bulky, so that it is easily moved and 
folded by the eyelids; failure to dissect 
carefully the head of the pterygium, 
which ma)'^ have left residue of the 
cornea; the exaggerated scraping of the 
bleeding surface of the cornea or the 
cauterization which is made to destroy 
the rest of the pterygium, both of which 
only provoke an extensive and profound 
loss of substance and the destruction of 
Bowman’s membrane, giving rise to a 
scar which will fill the breach with granu¬ 
lation tissue and which will cause recur¬ 
rence. Finally, the tearing of the flaps, 
the imperfection of the operation and 
some other defects of less importance 
must be taken into consideration. All 
represent a very important contingent in 
the recurrence of the disease, which 
usually is attributed to its tenacity. 
However, an operation performed care- 
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Fig: 1 Foot of pter>gium indicated by the dotted 
lines 

Fig 2 Foot of pterygium and Uie episcleral tissue 
Blled %vith fatty cells 
Figs 3 and 5 Methods by simple excision 
Figs 4 and 6 Same procedure as in Figs 3 and 3 
with sutures 

Fig 7 10 Methods b> excision and conjunctwal 
autoplasty by transference 


In the eaiher days of medicine the simple excision nas complemented by 
treatments for pterygium weie excision, sutuie ot the wound In 1854 Cocaus 
cauterization and ligation, but the end pointed out the ad\ ant f ' n 

result was always recuirence Later, preventing recurrence 
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sunies a form similar to that of the 
healthy conjunctiva. 

After 25erforming this jDart of the op¬ 
eration, an incision is made on the por¬ 
tion of the conjunctiva farthest from the 
limbus {A-B, fig. 23). Another incision 
{C-D, fig. 23) of the same size and in 
a direction opposite to that of the former, 
2 mm. from the limbus, is made. The re¬ 
sult is two small flaps opposed by their 
vertex. 

By means of a suture the end of flap A 
is taken to the bottom of the incision in 
C-D, and the point of flap C is taken to 
the bottom B of the incision A-B (figs. 
23 and 24). 

From this removal of the flaps an 
N-shaped wound results; a scar com¬ 
pletely perpendicular to the palpebral slit 
forms, provoking a diversion of the ves¬ 
sels also in this direction (fig. 24). 

To finish the operation, as many 
stitches will be taken as are necessary to 
obtain the correct support of the flaps 
and to avoid their projection. A stitch 
should systematically be applied between 
the portion adhering to the limbus and 
the diverted flaps (fig. 24). 

In the technic just described two prin¬ 
cipal details stand out: The first is the 
necessity of respecting the foot of the 
pterygium, too wide dissection of the 
conjunctiva being thus avoided; the 
second is the necessity for removing the 
episcleral tissue so that the conjunctiva 
is permitted to return to its normal rela¬ 
tions with the sclera, to which it adheres, 
and this, in turn, prevents it from being 
pinched and traumatized by winking. 

The results obtained with this proced¬ 
ure are satisfactory, although there 
have been some recurrences. Precau¬ 
tions are less necessary with this pro¬ 
cedure than with many others and the 
slight mobility of the conjunctiva over 
the cornea does nut make the use of 
a binucular bandage indi.speiisaljle as in 
the other classical ijrocedures. 

In additiun to these operative meth¬ 
ods. the author has used several phvsical 


agents for the treatment of pterygium, 
among them diathermocoagulation and 
roentgenology. 

The action of diathermocoagulation, 
despite its penetrating, modifying and 
sterlizing effect, acts as a simple burn, 
and no matter how completely it is done, 
it leaves elements in the cornea sufficient 
to provoke its recurrence. If some au¬ 
thors have been satisfied with the pro¬ 
cedure, it is probable that their conclu¬ 
sions in most cases have been premature 
and that they have published them only 
because of their enthusiasm over the 
immediate results. 

Roentgen rays are not capable of de¬ 
stroying a pterygium as they destroy a 
neoplasm, but they can convert a pro¬ 
gressive pterygium into a stationary one, 
making it thinner, more pallid and poorly 
vascularized and therefore, more easily 
tolerated by the patient. A series of post¬ 
operative irradiations was given by the 
author in those cases in rvhich a tendency 
towards,reproduction was noticed. 

SUMMARY 

The etiology of pterygium is obscure. 
It is probably caused by one or more of 
the following factors: degeneration of 
the conjunctiva with simultaneous form¬ 
ation of elastic tissue in the pinguecula; 
powder, smoke and irritating gases; in¬ 
tense light or heat; and trauma. The 
author’s technic of operation, herein de¬ 
scribed, is a combination of what he 
considers the important elements of op¬ 
erations commonly practiced for this 
condition. Results obtained Avith his 
procedure have been satisfactory, al¬ 
though there have been some recur¬ 
rences. However, fewer precavttions 
are necessary rvith this method than with 
many others. 

RfiSUMfi 

Lc tniifeJiieiit tin plerygion 

L’etiologie de cette affection est ob¬ 
scure. Parmi les facteurs etiologiques 
on pent citer: degeneration de la con- 
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Figs J3 J4 Mrlhod5 5MnpJe deicctJon (Dej 
marres and MacRc>nolds) 


Figs 15 20 Methods by autopUsty of flap (Fer 
nandoLjpcz Terson) 


MacReynolds’ method gives good re¬ 
sults with respect to nonrecurreiicc but 
the 1 eddish and bulky appearance of the 
eoiijunetu a ))ersibts for a long time Ills 
pioceduie- also has the advantage of not 
dibseeting the ptery giuiii a circumstance 
ivliich IS pimcipally responsible for the 
good results obtained 


METHODS BY AUTOPLASTY OP FLAP 
These procedures consist ot excising 
the pterygium and co\ ermg the exposed 
.11 ei Mith eonjiinctual flaps, to meet two 
eardmal purposes (1) to replace the 
dibe.ised eonjunetua with normal eoii- 
luiiLlita, and (2) to properly place the 
operatne scar and the direction of the 
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T he maintenance of the normal hy¬ 
drogen ion concentration of the 
blood is of greatest importance. 
Judged by its volumetric value, blood 
plasma is strongly alkaline, although 
the is 7.38; but the ionic reaction by 
electrometric methods reveals it to be 
only slightly alkaline and almost neu¬ 
tral. 

The discrepanc}'^ between these two 
tests is due to tivo causes: ( 1 ) the pres¬ 
ence of buffer salts, consisting of H and 
OH ions, which may be supplied accord¬ 
ing to the needs of the organism to neu¬ 
tralize excessive acids or bases in the 
blood; ( 2 ) the resistance of the blood to 
, changes in reaction, in addition to hy- 
/ droxyl ions, which makes it capable of 
neutralizing acids, this being the mech¬ 
anism whereby the organism defends it¬ 
self from the invasion of acid products 
of metalbolism. 

The ionic and osmotic equilibrium of 
the plasma is maintained by carbonic 
acid, a weak and volatile acid which can 
easily be eliminated through the lungs. 
It is' formed from the products of or¬ 
ganic combustion, the resulting CO 2 be¬ 
ing dissolved in the form of H 2 CO 3 . 

The quantity of CO 2 in the blood is 
an indicator of the fixed acids contained 
in the blood, just as the tension in the 
pulmonary circulation indicates the CO 2 
tension of the alveolar air. .A. decrease 
in the alveolar carbon dio.xide combin¬ 
ing power indicates an alteration in the 
hydrogen ion equilibrium or the pres¬ 
ence of acids in the blood, and inversely, 
an increase of the alveolar CO™ indi¬ 
cates a reduction of the fixed acids of the 
blood. 

The acidity of the blood depends on 
it-i capacity to combine with CO™. When 


this capacity is reduced by the presence 
of acid products of metabolism to a point 
at which the acid products exceed the 
alkali reserve, acidosis results. On the 
other hand, when the balance between 
the alveolar CO 2 and the combined CO 2 
of the blood is constant, there results 
only a reduction of the alkali reserve of 
the blood. The acidosis would be un¬ 
compensated if a real increase in the H 
ions occurred, a result which would fol¬ 
low the formation of acids in abund¬ 
ance; this is observed only in the mo¬ 
ments preceding death. 

The principal buffers are bicarbonate 
of soda, mono and dibasic phosphates, 
proteins and hemoglobin. 

When the bicarbonate concentration 
of the blood is lowered, it is supposed 
that the alkali concentration is also low¬ 
ered. This alkali reserve is in direct 
ratio to the bicarbonate contents and is 
always reduced in the presence of ab¬ 
normal metabolic processes, as in dia¬ 
betes, when organic acids are in exces¬ 
sive quantity. For the maintenance of 
the normal pii of the blood it is neces¬ 
sary that the reduction of the alkali re¬ 
serve be balanced with the equivalent 
lessening of the CO 2 tension. 

An aid in this regulatory process is 
the respiratory system. The respiratory 
center is a regulator of the circitlatory- 
pulmonary equilibrium and for that rea¬ 
son of the acid-base equilibrium of the 
blood, according to the theories of Win- 
terstein and Haldane. 

The kidney, which eliminates urine 
whether it is acid or alkaline and in this 
way subtracts from the organism the 
acid or alkaline valencies, also assists in 
maintaining a constant acid-base equi¬ 
librium. When the kidney does not func- 
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fully with some of the procedures herein 
mentioned, the operator being guided 
strictly by the exact details of the opera¬ 
tive technic, is likely to give excellent 
results. Otherwise it is hard to explain 
the fact that they are recommended and 
used by their respective authors. 
STANDARD OF OPERATIVE TREATMENT 


center, the operator taking care not to 
leave any residue over the cornea. If the 
dissection has been done well, a smooth 
surface slightly brilliant, mirror-like and 
transparent, will remain, corresponding 
to the external layer of the cornea. To 
make this dissection accurately it is well 
to use a binocular loupe. 


After the defects have been pointed 
out, it is fitting to indicate the standard 
by which operative methods should be 
governed. For all practical purposes 
the)' may be reduced to three: 

1 Careful dissection of the head of 
the pterygium from the periphery 
to the center of the cornea, respect¬ 
ing Bowman’s membrane and the 
corneal tissue, 

2. Respect for the pedicle of the ptery¬ 
gium and avoidance as nearly as 
possible of the dissection of the 
pterygium itself, with ample exci¬ 
sion and dissection of the conjunc¬ 
tiva. 

3. The making of an e.xact autoplasty 
without stretching, projection of 
the conjunctiva over the cornea 
being avoided and an attempt be¬ 
ing made at the same time to ob¬ 
tain a scar remote from the pal¬ 
pebral slit, in 01 der that the blood 
vessels may be properly directed. 

The author’s method which is de¬ 
scribed below has given good results. 
It is a selection of elements and details 
taken from various procedures. 

AUTHOR'S TECHNIC 

Anesthesia is induced by instillation of 
a solution of cocaine with the addition 
of 5 per cent adrenalin and the injection 
of a small amount of iiovocame into the 
body of the pterygium 

The head of the pterygium is grasped 
with a forceps u ith hglit traction. A 
cataract kntfe is inserted under the ptery¬ 
gium towards the limbus, and with the 
back of the kntfe the dissection is made 
slowly from the periphery towards the 




Figs 21-2A Author's tcclinic. 


Ottce the pterygium is dissected, it is 
grasped by the vertex with a fine forceps 
and the portion corresponding to the 
head is cut with a small scissors, care 
being taken to make the cut in a direction 
perpendicular to the fold. The result is 
in an oval-shaped loss of substance, 
whose greatest diameter is vertical (fig. 
21 ). 

The remainder of the pterygium is 
grasped at the edge of the wound with 
a forceps and is brought towards the 
palpebral commissure, in which position 
it is maintained by the assistant. JMeaii- 
rvhile the operator removes the body of 
the pterygium from the hypertropliied 
episcleral tissue, exercising,care not to 
tear the conjunctiva, either at the foot 
or at the fold portion corresponding to 
the body. It is surjirisiug at times to 


see the nuantity of fatty t' U'hii 
must be removed to leave cl 

and to note how the con' vl 

forms the body of the i. 




IRrtlMLNI 01 PI IK) oil )l 


junctive a\ec formation siiiniltanee de 
ti'i'iu clastique dans la piiistiiecule, pnu 
die, fiimee ga? n i itants himieie intense 
etgrande chaleiii tiaimistisme L’aiitetii 
deci It en detail la technique de son opei a- 
tion Ses resultats furet satisfaisants, 
quoiqu’il eiit qiielqiies recidives Nean- 
mois, moms de precautions sont neces- 
saires avec sa methode qu’aiec les autres 
inethodes 

ZUSAMMENFASSUNG 

Die Behaiidlitng da Pteiygmm 
Die Atiologie des Pterygium ist noch 
dunkel Es uird w ahrs'-heinlich diirch 
emeu oder mehrere der folgenden Fak- 
toren hen orgerufen Degeneration der 
Conjunctna luit gleichzeitiger Bildung 
elastisehen Gewebes m der Pinguecula, 
Staub, Rauch und reizende Case, starkes 
Licht Hitze und Tiaunia Die Opera 
tionsteclinik des Autors ist erne Kombin- 
ation aus den wichtigsten Teilen der 
verschiedenen Methoden die bisher ge- 
braucht wuideii Die Resultate nut 
dieser Methode iiaren zufriedenstellend 
obgleich einige Rezidu e vorkaiiien hlit 
dieser Alethode ist weniger Vorsicht 
notig als nut sielen andeien 

SUMARIO 

El tiaiaiiiiento del tengeon 
La etiologia del tengeoii es obsecura 
Este es probablemente causado por uno 
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o nns de los factoi es siguieutes degeii 
eracion de la conjunctna con la foiiiia- 
cion siniultanea de tejido ehstico en la 
pmguectila poKo, huiiio \ gases irii 
tantes. luz mtensa ) calor, y tiaumatis- 
1110 La teciiica de operacioii del autor, 
desciita aqiii, es una eoiiibinacion de lo 
que el considera los elementos impor- 
taiites de operaciones comuniiiente prac- 
ticadas por esta operacion Los resulta- 
dos obtenidos con este precedimiento ban 
sido satisfactorios, aiinque liallaii liabido 
aigtmas recurreticias De cualquier inodo 
las precaiiciones son menos con este 
iiietodo que con cualquiera de los otros 

RtASSUNTO 
La cma del fifengio 
La etiologia del ptengio e oscura 
Piobabilmente e causata da uno o piu dei 
seguenti fattoii dcgcnerazione della 
congmiitiva colla forinazione, siniultane- 
aiiiente, dei tessuti elastici nella pingue- 
cula, polvere, fiiiiie e gassi irntaiiti, luce 
0 calore intenso c trauma II feemeo 
dell autore, qui descritto, e, egli coiisid- 
era, una coiiibinazione di tutti g!i ele¬ 
ment) mipoi taiiti delle operazioni ordiii- 
ariaiiieiite praticate per questa condizi- 
one I risultati ottenuti con il suo pro- 
ccdimento soiio soddisfaceiiti bcnclic ci 
soiio stati del ricoi rimenti Tuttaiia, 
iiieiio precauzioni sono necessarte con 
questo inetodo die con iiiolti altri 


APPLICATIONS FOR SCIENTIFIC EXHIBITS FOR ASSEMBLIES SHOULD BE 
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diferenciarse cle peritonitis agiida, ob- 
struccion intestinal, ilio paralitico y dila- 
tacion gastrica. El tratamiento consiste 
en la administracion de fluidos con gln- 
cosa, insulina, alcalinos y transfusion de 
sangre. 

RIASSUNTO 

UAcidosi nella cJiinirgia 

I fattori chimichi e fisiologici che 
producono Facidosi sono descritti. 
L’acidosi occorre generalmente quando 
il biossido di carbonic nel plasma san- 
guigno e ridotto a meno di 55 volumes 
per cento. Nel Messico, tuttavia, la con- 
dizione normale e, per approssimazione, 


10 volumi pill bassa che la media al 
livello del mare. Aiuti per prevenire 
Facidosi nella chirurgia sono una dis- 
posizione di mente favorevole nelFam- 
malato; prove complete di laboratorio, 
comprendendo prove di funzione di rene 
e di fegato; evitazione di raffredda- 
mento subitaneo e traumatismo durante 
Foperazione; e la scelta delFanestetico- 
corretto. Si deve differenziare Facidosi 
chirurgica dalla peritonite acuta, dalF- 
ostruzione intestinale, ileo paralitico e 
dilatazione gastrica. II trattaniento con¬ 
siste nella somministrazione di liquidi 
con glucosio, insulina, alcali e di trasfu- 
sioni di sangue. 




Dr. William D. Haggard, of Palm Beach, 
Florida, died January 2S at the age of 67 years. 
He was past president of the American Medical 
Association and of the American College of Sur¬ 
geons. At one time he was professor of surgery 
and clinical surgery at Vanderbilt University. 


—o— 

Revista Me.vicaiia Mcdiciaa dedicated its 
January 10 number to the Me.xican chapter of 
the International College of Surgeons. 


Revista Mexicaua Pasteur dedicated its Febru¬ 
ary number to the Me.xican chapter of the 
International College of Surgeons. 


Dr. Werner Spalteholz, Dr. Med. and LL.D., 
professor of anatomy at the University of Leipzig, 
died January 12. 


— 0 — 

Dr. Rene J. Dubos, of the Rockefeller In¬ 
stitute for Medical Research, was presented with 
the John Phillips Memorial Award for meri¬ 
torious work in internal medicine at the annual 
congress of the American College of Physicians, 
which opened at Cleveland on April 1. 

— 0 — 

Sir Robert Hutchison was reelected presi¬ 
dent of the Royal College of Physicians, London, 
on March 18. 


THE NEXT INTERNATIONAL ASSEMBLY OF THE INTERNATIONAL COL¬ 
LEGE OF SURGEONS WILL BE HELD IN MEXICO CITY, MEXICO, AUGUST 

10 - 14 , 1941 . 
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On August 5, 1938, the second stage of the 
operation was performed. Under general 
anesthesia a left lateral incision was made along 
the sternocleidomastoid muscle; dissection pro¬ 
ceeded by layers until the middle cervical fascia 
and omohyoid muscle were di\'ided in order to 
expose the esophagus. The esophagus was 
sectioned (fig. 2) between two forceps as close 
to the stricture as possible. The distal por¬ 
tion was buried, one end being left in the 
mediastinum. The upper or proximal portion 
was sutured to the skin of the neck three or 
four fingerbreadths from the clavicle (fig. 3). 

The forceps which closed the superior por¬ 
tion, now sutured to the skin, was left in place 
for several days until it came off with the 
sloughing tissue. 

On October 12, 1938, a minor plastic opera¬ 
tion was necessary because the cervical orifice 
of the esophagus was partially obstructed by 
the formation of scar tissue. 

The third stage of the operation was per¬ 
formed June 23, 1939. A cutaneous tunnel 
about 2 cm. in diameter was established be¬ 


ing 1. Upper Left. A, Jejummi placed at the 
level of the fourth intercostal space. B, Gastroje- 
juna! anastomosis. C, Jejunum. D, Vascular arches 
sectioned. E, Hnd-to-side anastomosis. 

Fig 2. Lower Left A, Cervical esophagus sec¬ 
tioned. B, Distal end of the stenosed esophagus. C, 
Jejunum sutured to the skin. 

Fig. 3. Upper Right. Suturing of proximal por¬ 
tion of esophagus to skin of neck 3 or 4 finger- 
breadths from the clavicle. _ 

Fig. 4. Lower Right. Plastic operation of skin to 
form° the tunnel between the cervical esophagus and 
the prethoracic jejunum. 



Fig. 5. Edges of flap 
from which cutaneous 
tunnel was constructed 
sutured with catgut and 
reinforced with silk. 






ANESTHESIA OF THE PHARYNGEAL TONSILS 
THROUGH THE NASAL CAVITIES 
FEDERICO J. MOLAS OLIVERAS, AI.D„ F.I.C.S. 

MEXICO CITY, MEXICO 


I N (he removal of pharyngeal tonsils, 
the choice of anesthetic is very im¬ 
portant. Some surgeons resort to a 
general anesthetic despite the occasional 
bad results from its use in this simple 
procedure Relaxation and bleeding are 
the disagreeable accompaniments of 
genera! anesthesia in this operation 

Some surgeons operate in these con¬ 
ditions without an anesthetic, but it is un¬ 
pleasant to contemplate such a proced¬ 
ure because of the struggle which en¬ 
sues between the surgeon and the pa¬ 
tient. Loss of confidence is the inevit¬ 
able result. Cocaine anesthesia offers 
disadvantages if it is administered 
through the ora! cavity, or by means of 
insufflations through the nasal chaniber.s, 
m an attempt to obtain anesthesia by 
the small amount of anesthetic which 
reaches the nasopharynx. 

The simplicity and efficacy of my own 
technic at the hands of the specialist and 
general surgeon for removing pharyn¬ 
geal tonsils follows; 

probe or cotton applicator, of the Kind 
used by the otolaryngologist, is bent slightly to 
obtain the curvature of an Ytard's probe, the 
bent end is wrapped ii ith cotton and dipped in 
a sohition of totanie (10 per cent), iiovocame, 
pantocaine or other anesthetizing solution The 
probe IS introduced into the uidest portion of 
one of the nasal caiities, determined previously 
by rhinoscopy Patience must, of course, be 
exercised uith children The patient or the 
assistant is asked to hold the probe in position, 
mining it slightly to and fro m order to rc.'ich 
the .areas to be anesthetized Tins procedure is 
earned out twice, fresh cotton and additional 
solution being used 


This method offers sufficient anesthe¬ 
sia for the perfoi inance of the operation 
and contributes to the confidence of the 
patient and his parents. Experience ha.s 
shown that the operation can be tnoie 
easily and safely performed tlwn by sim¬ 
ple digital e-\'p!oration of the nasophar¬ 
ynx. Hemoriha,ge is negligible 

SUMMARY 

The author obtains anesthesia of the 
))haryngeal tonsils by introducing the 
anesthetic solution into the widest por¬ 
tion of one of the nasal chambers on a 
probe, one end of which has been 
wrapped with cotton. 


ResuMfi 

.-fiicsf/iiL'ii? i/ej amygdala 
pharyngicnnes par la t/oie aasak 

L’auteur obtieiit I'anesthesie des 
amygdales par I'lntroduction dans la 
partie la plus large d’une des cavites 
iiasales, dune sonde dont une des 
extremitcs cst entouree cle colon imbibe 
de la sohition aiiesthesirpie 


ZUSAMMENFASSUNG 

Anasthesic der Rachcnmamleht darfh 
die Na\cnlu>hle 

Der Alitor erbalt eiiie gutc Aniisthesie 
der Racheranaiideln durch Einfiihning 
des Anasthesiemittels durch den weites- 
len Toil eiiier der Nasenholiicn. Die 
Einfiihrung geschieht mit ciner ^onde 
an dercni Ende etwas fVntt 
ist. 
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reported, was unsuccessful because of 
the presence of carcinomatous degenera¬ 
tion. 

SUMMARY 

A method of esophagoplasty is de¬ 
scribed whereby a loop of the jejunum 
was resected; this loop and a tunnel 
formed from cutaneous tissue were sub¬ 
stituted for the stenosed portion of the 
esophagus. The distal end of the jejunal 
loop was anastomosed to the stomach, 
and the proximal loop, to the cutaneous 
tunnel; the proximal end of the tube was 
sutured to the esophagus after the 
stenosed portion had been removed. The 
operation was performed in seven stages. 
Perfect function resulted. 

REFERENCE 

1. Gonzalez, A, A.: La endoscopia en cnfcrmos del 
esofago y del estoniago, Rev. medicina, 9, no. 107, 1929. 

RfiSUMfi 

Esophagoplastic prcthoraciqnc 

Une anse de jejunum est reseques et 
cette anse et un tunnel forme de tissu 
cutane sont substitues a la portion 
stenose de Tesophage. L’extremite dis- 
tale de I’anse jejunale est anastomosee 
a I’estomac et Textremite proximale au 
tunnel cutane. L'extremite proximale 
du tunnel est suturee a I’oesophage 
apres I’ablation du segment stenose. 
L’operation fut executee en sept etapes. 
Le resultat fonctionnelle est excellent. 


ZUSAMMENFASSUNG 

Antethorakalc Tlwrakoplastik 

Es wird eine iMethode der Oesopha- 
goplastik beschrieben, bei welcher eine 
"jejunumschlinge reseziert wird. Diese 
Schlinge und ein Hautschlauch ersetzen 


den verengerten Spiserohrenabschnitt. 
Das distale Ende der Schlinge wurde mit 
dem Magen, das proximale mit dem 
Hautschlauch vereinigt. Das proximale 
Ende des Hautschlauches wurde mit der 
Speiserohre vereinigt nach Entfernung 
des verengerten Abschnittes. Die Op¬ 
eration wurde in sieben Zeiten ausge- 
fiihrt. Das Resultat war ausgezeichnet. 


SUMARIO 

Esoagoplastia pretordxica 

Un mHodo de esofagoplastia es des- 
crito donde una asa del yeyuno fue 
resecada y esta asa y un tunel hecho de 
tejidos cutaneos fueron substituidos por 
la porcion estenozada del esofago. La 
porcion distal del asa yeyunal fue anasto- 
mozada a el estomago y la porcion 
proximal, a el tunel cutaneo; la porcion 
proximal del tunel fue suturada a el 
esofago despues que la porcion esteno¬ 
zada ha sido removida. La operacion 
fue hecha en siete tiempos. La funcion 
resulto perfecta. 


RIASSUNTO 

Esofagoplastia pretoracica 

Un metodo di esofagoplastia e des- 
critto per mezzo di cui ci fu una resezione 
del nodo scorsoio del diguino, e questo 
nodo scorsoio e un imbuto formato da 
tessuto cutaneo furono sostituiti per la 
porzione stenosata dell’esofago. L'estre- 
mita periferica del nodo scorsoio digiun- 
ale fu anastomizzato alio stomaco e il 
nodo scorsoio prossimale, albimbuto 
cutaneo; I'estremita prossimale deU’im- 
buto fu suturato all’esofago dopo che 
la porzione stenosata fu levata. L’opera- 
zione fu fatta in sette stadii. Funzione 
perfetta risulto. 



PRETHORACIC ESOPHAGOPLASTY 

ABR VHAM AYALA GONZALEZ, JI D . TICS 

Member of the Mexican Acadetn> of Surgery 
President of the Mexican Society of Gastroenterology 

MEXICO CITY MEXICO 


I N 1929 I published ni} first report of 
a case in which csopIngopHstj was 
performed ^ The patient (Mrs A 
0 ) was treated on my service (General 
Hospital, Ward 19) The senes of op 
erations was performed by Dr Dano 
Fernandez and me Some tune ago I 
had the oppoitunity to examine this pa 
tient and found the esophagus to be 
functioning well 

The following report is an observa 
tJon of a girl (E P) who was ad 
nutted to ’Ward 24 of the General Hos 
pital Alexico City on June 16, 1938, 
complaining of dysphagia so marked 
that she could scarcely ingest liquids 

Seven months previously (Dec 7 1937) the 
patient sv^3l)ovved a small amount of a con 
centrated solution of lye tins was followed 
immediately b) intense retrosternal pain and 
regurgitation of bloody mucus mixed with 
small amounts of buccal ind esophageal mu 
cosa Soon after the accident aphagia with 
total inability to ingest food of an) kind ap 
peired lasting however but a few dajs 
Improvement was gradual and withm a short 
time normal function of the esophagus had 
returned Tlie recov er) was transitory a 
month after the ingestion of the l>e dyspliagia 
again manifested itseU and progressed to the 
point where she could take only liquids and 
at times even liquids could not be swallowed 
During tbis period she had lo^t 23 Kg m 
weight 

Marked pallor was present Other orgins 
were found to be normal Roentgenograms 
showed stricture of the esophagus at the upper 
portion of the itermim The barium most of 
which was regurgit ite<l ippeared hi c a ihrcatl 
in the roentgenogram Hu Mipr istrictiiral 
dilatation was moderate 

With the use uf tiu isipln^OM-opt m at 
tempt was made t pass somt hue btugies m 
order to prepare for electrnlvsfs a niethcd of 
treatment which I usually emplov when the 
Stenosis IS not overcowvc b> the mscrtion of 


dilators Several attempts to pass the bougies 
failed This coupled w»th the fact that the 
patient was poorly nourished made it neces 
sary to resort to surger> It was realized that 
gastrostom) at least must be performed en 
counged b) the good results obtained with the 
previously mentioned patient (Mrs A O ) a 
more radical operation was decided upon after 
the patient had been told of the possible danger 
to which she might be subjected 
The first stage of the operation was per 
formed July 2 1938 under spinal anesthesia 
Dr Mario Quinones assisting No primar) 
gastrostom} was performed 
A inidhnc supraumbihcal laparotomy was 
made as far as the xiplioid process About 
•40 cm from the duodenojejunal angle a trans 
verse section of the inte«tme was made The 
proximal end was closed with a purse string 
suture a portion of the catgut suture being left 
long to be used later for traction 1 wo x ascular 
arches were sectioned an attempt being made 
to preserve as much mesenterj as possible with 
the loop Care was tal en that the most distal 
portion of the mesenter} (the portion included 
in the purse string) conserved its vitahtj a 
condition most essential for good operative 
results It was estimated iliat the extremitj 
of this distal loop would reach the level of tlic 
fourth left intercostal space close to the mid 
hne \ side to side anastomosis w as done be 
tween the stomach and the jejunum (figs I 
and 2) the loop was then removed from the 
abdonjen and passed through a subcutaneous 
tunnel beginning m the epigastrium and ex 
tending as far as tlie fourth intercostal space 
where it was fixed in a circular manner through 
an opening of the skin 
Tilt continuit} of the digestive tube was pre 
erved by performinga side to end anastomosis 
between live proximal loop and the jejunum 
below the gastroduodenal anastomosis previ 
misly made The abdonimil wall was closed 
tarefunv in order not to strangulate the m 
testnia) loop transplanted to the thorax 

Hie following day the purse string suture 
daced in the prelhoracic region was opene 
order to feed the patient 1 h t 

gress was uneventful The 
remained viable 
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TWO NEW INSTRUMENTS FOR CRANIOTOMY 

MARIANO VAZQUEZ, M.D., F.A.C.S., F.l.C.S. 

Member of the Mexican Academy of Surgery 
MEXICO CITY, MEXICO 


T he discovery and study of old 
skulls presenting- bony losses pro¬ 
duced with a deliberate therapeu¬ 
tic purpose give evidence that such 
surgical attempts are indeed very old. It 
is safe to assume that opening the skull 
was performed in ancient times by the 
Eg}mtians and Greeks as well as by the 
Peruvians and the Aztecs on the Ameri¬ 
can Continent. 

The vestiges of the procedures of those 
ancient days show that a strange in¬ 
terest moved surgeons to penetrate into 
the mysteries of the interior of the hu¬ 
man skull. 

Some remarkable cases are those m 
which the extent of bony loss is not 
proportional to the form and extent of 
other losses; the condition obviously re¬ 
sulted from the healing of a fracture _oi 
an osteomyelitis focus. However, with 
but few exceptions, up to the end ot the 
last century craniotomy was performed 
solely for the purpose of applying a 
treatment to the cranial wa 1 particu- 
HEv in fractures and probably also m 
cases of suppurative and neoplastic pro- 

In 1889 Wagner started the scientific 
revolution that is now beginning to play 
such an important part the surgery 
I'- tpe world. This consisted m per- 
fnnnino- a craniotomy with the sole pur- 
nf reaching the nervous tissue con- 
IkWn The cr..nial case. Thus 

-u Arv of the skull is being translormed 
tom a therapeutic measure with a single 
mroose imo the first step ot more ex- 
P . ouerations on the nervous cen- 
Cr miotomv should be to cerebral 
mCerv what laparotomy is to abdom- 
Ssnrgery today. 


The walls of the gross cavities of the 
human body vary as to their tissues and 
as to their anatomic structure in pro¬ 
portion to the function of the organs 
contained' therein. The abdomen, the 
receptable of organs in contact with the 
outside world, is formed by walls com¬ 
posed almost entirely of soft tissues. 
On the other hand, the thorax, the main 
organs of which are exposed to the out¬ 
side world in a finer and more delicate 
way than are those contained in the 
abdominal cavity, has a framework 
formed by bony elements, alternating 
with soft tissues; thus the intrathoracic 
organs are protected in proportion to 
the delicacy of their anatomic structure 
and especially their function. 

The protection of the encephalon by 
means of a suitable case has been an 
organic necessity. This bony structure 
is molded by the brain itself in accord¬ 
ance with the necessities of formation, 
development and function. The skull is 
an almost closed case that has but one 
orifice below and posteriorly—the fora¬ 
men magnum. The orbits and the 
cribriform plate of the ethmoid are weak 
points, but they are protected by their 
deep situation, so that the content of the 
brain may be considered to be hermetic¬ 
ally enclosed in a bony case so strong 
that it is capable of offering great resist¬ 
ance to injury. 

In the surgery of the skull, two funda¬ 
mental problems have lacked adequate 
solution up to the present time; (1) 
hemostasis and (2) cutting of the bone. 

METHODS OF PRODUCING HEMOSTASIS 

Various instruments and technics 
have been employed at different periods. 


ANESTHESIA IN MEXICO DURING THE 
NINETEENTH CENTURY 

VMIN GANDERA, Ml:) M L S 

Member of the Mexican Acadcny of Surgery 
Member of the National Academy of Jfedicme 

MEXICO CIT\, MEXICO 


T he progies'i of anesthe<;i.'i is so 
dosel) allied «ith the progress of 
surger) that its deielopment m 
Mexico IS well worth recording In 
tracing its progress the writer has 
searched all available literature for 
articles on the subject including stu 
dents’ theses, medical publications and 
rev lew s of scientific societies The first 
portion of the results of this record 
appeared in the form of a summary in 
the Caceta Medica de Me vico the official 
organ of the National Academy of Medi 
cine (Vol XIX X^os 3 and 4), and in a 
subsequent number of this publication 
the final portion will appear Later a 
complete bibliography of the national 
literature on the subject to the present 
date will be published m a single v'olurae 
By consulting this series of papers or 
this book one maj find any desired 
reference on anesthesia m Mexico 
\ very short period ot time inter 
veiled between the discoveij of the first 
anesthetic substances and their use in 
this country Dr Martinez del Rio was 
the first to administer ether and chloro 
form in Mexico Subsequently, chloro 
form was preferred and most of the lit 
erature compiled referred to it Dr 
del Rio called attention nev ci theless to 
the fact that despite the crude method 
of administering chloroform (dropping 
bottle and a strip of gauze) and despite 
its manv impurities few fatal accidents 
occurred The anesthetist was thus con 
fident of his work and as a result, many 
vears elapsed before care was recom 
mended m the use of chlorotorm 

The earlv record of complications 
which developed following surgery did 


not differentiate between those caused 
by the anesthetic per se and those caused 
by the surgical intervention and thus 
the responsibility of either the anesthetic 
01 the surgical operation was not defined 
or established It was not until later 
that a distinction was made and fatalities 
ascribed to definite causes 

In this paper attention is called to the 
first use of ether in recta! anesthesia 
(1884), the use of cocaine as a local 
anesthetic (1895) several admmistia 
tions of anesthesia in obstetrics and a 
few facts regarding the use of nitrous 
oxide 

Rathei than make a transcription of 
the summaries of the original articles, 
the writer has chosen to indicate the 
advancement in anesthesia in Mexico by 
presenting the bibliography in chrono 
logic order 

De la anestasta v sii aphcacion al pai to 
(Tesis) Di Lorenzo M Ortega 1869 
Coleccion de Tesis de la Esctiela N de 
Medicina 

Apbeaewn del clot of ot mo durante el 
trabajo de patio Dr Angel Coiitreias 
El Porvemr organo de la Sociedad 
Filoiatnca y de Beneficencia de los alum 
nos de la Lscuela de Mediciin 1 I 
No 11 A'ov lembre de 1869 
Sobie la acctdii dii clot of ot mo Dr 
Ilian Cabral En el mismo penodico 
tonio V nuniero que el anterior 

Estmlw wbte el clorofoi mo I ms 
Pauer Tesis 1870 Coleccion de tesis 
de la Cscueh \ de Medicma 

Clarofotttio v viir iiidiLacioiiet, Dr 
Ilian Rodriguez Tesis 1S72 Colec- 
cion de tesis de la Escuela N de Mtdi- 
cina 
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In this manner it is possible to obtain 
o-ood and lasting hemostasis, started by 
die infiltration of the anesthetic, con¬ 
tinued by the pressure of the fingers and 
maintained by the pressure of the Kelly 
forceps on the edge of the skin and the 
pericranium. The procedure has the dis¬ 
advantages of being tiresome and of re¬ 
quiring a large number of forceps. The 
surgeon may tie them in bundles of eight 
or ten and make four, five or six such 
bundles: he should arrange the bundles 
carefully so that they will not interfere 
with the operation. 

More recently, Adson modified the 
pincers originally devised b}'’ Andrews 
and turned the instrument into a small 
metallic frame which, when folded in the 
middle, one edge opposing the other, 
forms a U which embraces the entire 
thickness of the soft tissues and is main¬ 
tained in place by means of teeth very 
similar to those of Mitchers pincers. 
The placing of this device requires the 
same procedure formerly described, that 
is, the surgeon cuts a section previously 
pressed by his assistants, who pull the 
edge towards them and then lift it slight¬ 
ly so that the surgeon may grasp it with 
the aid of an indented forceps. Finally, 
with the aid of the pincers fixed on a 
large, strong forceps, which he uses with 
his'^free hand, the surgeon grasps the 
entire edge of the cutaneous incision. 

The necessity of making the incision 
before placing' the forceps, no matter 
how good the" pressure executed by the 
assistlints may be, implies the presence 
of a .small amount of blood; a larger 
amount of blood is present when local 
anesthesia has not previouslv been given. 
\s the pincers are made of metal, the 
initial pressure of the forceps upon it 
is in many cases, found to be insufficient 
for sustaining the compression of the 
edge, so that, with the release of the 
forceps, the pincers open slightly. It 
is then necessary to stop the bleeding of 
some vessel lying between the two 
branches of the U. The pincers must 


be placed close to each other in order to 
surround the edges of the incision on 
the scalp. Naturally a large number of 
these is required for a large incision. 

Flemorrhage of the diploe, though 
never equal to the hemorrhage of the 
scalp, is important, however, especially 
since it causes considerable incon¬ 
venience durihg the operation. 

Hemorrhage of the diploe which oc¬ 
curs during the cutting of the bone with 
a Gigli saw, before the dependent part 
has been raised and fractured, cannot be 
stopped because the vessels remain open 
within the wound itself and because the 
space between the cut edges is so narrow 
that they are inaccessible. ITemostasis 
is possible only when the dependent bone 
has been fractured and removed. If 
there is considerable hemorrhage, speed 
in operating helps to solve the problem. 

In addition to certain procedures now 
in disuse, such as the application of the 
Krause metallic hooks, is the fairly re¬ 
cent practice of inserting small pieces 
of muscular tissue into the diploic 
spaces by means of a fine stiletto, or even 
a simple hypodermic needle. 

Many other methods have been dis¬ 
carded. Sometimes the mere separation 
of the vessel from the osseous wall with 
the edge of the needle was found to be 
sufficient to obtain complete stoppage of 
bleeding. Another method was the in¬ 
troduction of small spikes of ivory or of 
decalcified bone into the blood vessel to 
obstruct the passage. In order to dimin¬ 
ish the oozing of blood which takes place 
at those points where the vessels are 
invisible to the naked eye, a few gentle 
strokes with the chisel are sufficient to 
sink the diploic layer slightly and to 
obstruct the passage with the tiny frag¬ 
ments of bone produced by the chisel 
strokes, thus facilitating the coagulation 
of blood issuing from the small vessels. 

These methods have been superceded 
l)y the use of Horsley’s aseptic wax 
which efficiently stops hemorrhage of 
the diploe. If iileeding occurs from every 
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..enrs no one has paid any attention to 
the orobleins of hemostasis m craniotomy 
and to the most effective methods ot cut- 

^’”Xfter^e°xTei-imentint>- for a period ot 
fniir vears with instruments and systems, 
foul , r i^eiieve that we have 

first pi oblim, at least, and 
solved tn solved the second 

problS. 'This is accomplished with in- 
‘^c'Jll^cihs adapted to . ns pur^^^^ 

Save been very siiccksful, Hemo 
stasis oi the diploe is accomplished by 
the bone cutting instrument. 

Hemostasis is obtained through the 
coSation of the infiltration ot the 
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the skin, one must rotate it screw 
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strument shown in i 1.- 
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2 )_and a -^^^^ular in shape ( tor ease ot 

7 5 cm. lon^. with each side measur 
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Fi-s 4 and 5. Line of incision has been marked 
on st-aip , needle is thrust between scalp and skull 

‘"Fig''?"m1d-e°o¥ emergence through skin, 

rSlot'’at;;os\irS o? J'a;\°llS ov. screw 

3 d 

at the point where it is to perforate dje skui 
from inside out; the needle should then be 
pushed through the sof t tissues With the hue 
for the incision marked along the anesthetized 
Lea. Ike aecdlee are introduced. 

1 or 1 5 cm. outside the line, each needle being 
..iven a slight inclination in the direction oppo¬ 
site to that which they are to follow under the 
-kin. When it touches the bone the needle is 
pushed in the desired direction by maintaimn 
the screw inclined on one s'de, so that i 
cro-es the necessary e.xtension m a line parallel 
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tightens it by means of a spring, thus 
fastening the case at the opposite end 
(fig. 12). 

The specialty carved lathe is 1.4 cm. 
long and has a diameter of 1.7 mm. The 
lathe is provided with one longitudinal 
carving and another one in a spiral, ex¬ 
tending from left to right. The inter¬ 
section of the two carvings results in 
the formation of small teeth directed to 
the left, so that the rotation of the saw 
to the left causes friction between each 
row of teeth and the bony matter with 


the motor as well as the surgeon than 
with an instrument which gnaws as it 
cuts. Furthermore, with the instrument 
herein described, the cut is made quite 
rapidly due to the great speed of the 
cutter. 

At its lower part, the cutter ends in a 
pivot which leans against a small cushion 
set up on an even and oval piece having 
thin and blunt edges. This piece is the 
continuation of a plate which protrudes 
from the case containing the movement 
of the gears. 



Fig. 9. Instrument lor cutting skull. Fig. 10. A small conic 
gear with 12 teeth was attached to one end of axle and adjusted to 
a second conic gear of 24 teeth. 

Fig. 11. Metallic case, perforated to assure ventilation, in which 
motor is lodged, and second case, which is adjusted to one end 
of metallic case and which contains a larger axle perpendicular to 
the former; inside second case are mounted two ball bearings that 
support a hollow axle to which the 24-toothed gear is adjusted. 
Fig. 12. Introduction of motor into case causes the small gear to 
adjust automatically to the bigger one; a screw cap that carries 
the connections of the motor tightens it by means of a spring, 
thus fastening the case at the opposite end. 

Fig. 13. Lathe is provided with longitudinal and spiral carvings, 
the intersection of the two carvings resulting in the formation of 
small teeth, directed to the left. “Skate" is lowermost portion of 
the instrument against which pivot of cutter rests; "skate guide” is 
portion which maintains the skate in adjustment with the remainder 
of the apparatus. 


which they come in contact. Inasmuch 
as the.-e teeth are very fine, the cutting 
is done by a gnawing action. In this 
manner the cutting produces a very fine 
dust of bone that is projected out of the 
space between one edge of the cut and the 
other, bv the very movement of the spiral 
contrarv to the rotary direction. 

It has l)cen possible to u-'V thi> '^niall 
motor l)ecaiise the gnawing i- d-me |,v 
very small teeth. In De M;irtel\ aj)- 
parauis. the cutter of wliich iia- no ti-vth. 
more power is required on tite jiart of 


I his little piece containing the small 
cushion against which the pivot of the 
cutter leans is the skate. The .small plate 
which maintains the skate in adjustment 
to the remainder of the apparatus i.s the 
skatc-gidde. L’pon maintaining the body 
of the apparatus in a horizontal position, 
the skate-guide remains in a vertical 
]>osition parallel to the cutter. This 
latter shows only its carved part intended 
for cutting ( fig. 13 ). 

1 he hollow axle protrudes from the 
upper part of the case. The cutting 
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point of the external cut of the bone, 
the wax must be applied over the entire 
surface. 

METHODS OF CUTTING DONE 

The second problem, that of the cut¬ 
ting the bone, is a vital one. Wagner 
in 1889 used a hammer and chisel for 
craniotomy, a procedure that was ob¬ 
jected to because of the danger of pro¬ 
ducing cerebral concussion. In fact, 
operations performed with this method 
resulted in a high mortality. Toison in 
1891 used for this operation a chain saw 
which he introduced into one trepan hole, 
allowing the other end to emerge 
through another hole placed at a con¬ 
venient distance. Alternating move¬ 
ments given to the saw by two handles 
fi.xed at the ends cut through the section 
of bone between the trepan holes. 

Obalinsky m 1897 preferred the Gigli 
saw, which was manufactured that same 
year for obstetrical purposes. His pro¬ 
cedure, with a slight modification in the 
instrument, has been used up to the 
present time by surgeons who operate on 
skulls. 

The usual procedure in North Ameri¬ 
ca is to make several trepan holes 
along the proposed line of the cut and to 
introduce the Gigli saw into one hole 
and allow it to emerge through another, 
with the aid of a conductor plate faslt- 
loned after Marion’s model. The num¬ 
ber of trepan holes varies with the length 
of the opening. When in use. the saw 
has the shape of the chord of an arc 
and thus it is likely to injure the men¬ 
inges. To prevent this, two conductor 
plates are used m such a way that ivhcn 
one plate is removed «ith the forward 
movement of the saw, the other plate 
remains in contact with the dura mater, 
and in this way the alternating move¬ 
ments of the saw cause no damage. The 
cutting IS completed with the de Vilbiss 
cutting forceps, which are used to re¬ 
move small fragments of bone. 
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De Martel devised an electric auto¬ 
matic lathe and a vertical cutter of heli- 
coidal shape which made a cut from four 
to five millimeters wide. It was pro¬ 
vided with a meningeal protector. Both 
the lathe and the cutter were driven by 
an electric motor. 

Cushing preferred the earlier methods 
which, although slower than those 
requiring the use of the new instru¬ 
ments, are less dangerous in his opinion. 
He cut the bone between two trepan 
holes, advancing from one primary aper¬ 
ture only. The cut was made from in¬ 
side out and in such a way as to obtain 
beveled edges, so that the replaced bone 
would not sink into the opening made by 
craniotomy. He used a lathe attached to 
a wimble to bore the trepan holes and cut 
the bone betrveen the holes w'ith a Gigli 
saw. By giving the saw the proper tilt, 
he produced a beveled edge to the bone. 
At the extreme ends of the cut he used 
the Dahlgren instead of the de Vilbiss 
forceps. 

Similar technics hai'e been used by 
other North American surgeons, such 
as Adson. Loyal Davis, Dandy, Freeman 
and Sachs. Verbruggheii uses a device 
consisting of a large, strong lever at¬ 
tached by one end to a pivot which, in 
turn, is inserted into a trepan hole in 
the center of a circle, along the circum¬ 
ference of which the cut was to be made. 
The lever is equipped with a loiife 
which, rotating around the pivot, cut 
a circle of bone. This instrument is 
quite useful, although it requires effort 
and exertion. 

In Europe, c.xceptiiig for De Martel, 
who uses his own instruments, surgeons 
employ the same technic used by the 
surgeons of North and South America. 
The imperfections in the technic of 
craniotomy have been forgotten because 
of the interest in endocr.imal work, 
chiefly as a result of the progress made 
by neurology and neuropsychiatry and 
the anaij'sis of clinical phenomena local¬ 
ized in the functional zones. For 15 
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.AlANUEL MATOS, M.D., F.I.C.S. 

Corresponding' ifeinbcr of the ilexican Acadenii' of Surgery 
OAXACA CITY. MEXICO 


C ORNING was first to conceive the 
idea of injecting analgesic sub¬ 
stances into the spinal canal. 
Quincke developed the idea of lumbar 
Juncture and its technic, while Bier was 
first to apply it in humans. Subsequently, 
Tuffier, Qiaput, Doleris and many others 
adopted the procedure. Because of its 
harmlessness to the general system, 
spinal anesthesia has become popular. 
It is indicated when other methods of 
anesthesia are contraindicated because 
of certain dangers. It is often used for 
a great number of operations upon the 
lower half of the body. 

Various preparations ha\'e been used, 
such as cocaine, stovain, percaine, novo- 
caine, scurocain and combination prep¬ 
arations, such as stovain-strychnine. 
Used as chemically pure salts, they are 
dissolved directly in the cerebrospinal 
fluid. The injection is made into the 
spinal canal at different levels, the use 
of the procedure being possible even for 
operations upon the arms and the head. 

To obtain anesthesia at a higher level, 
injection of the ffuid at higher levels is 
recommended, even up to the space be¬ 
tween the atlas and the occipital bone. 
In order to obtain anesthesia of the head, 
it is advisable to use a very dilute solu¬ 
tion of eucain, producing at the same 
time mild hyperemia of the cephalic 
blood vessels by means of a slightly con 
stricted band placed around the neck. 

GEXERAL ANESTHESIA 

///y/z spinii! punctures and all technics 
atfcinptinp to attain total analpcsia are 
aheays Janycrous. \\ ith otlu-r means of 
nbtaining the same restih- it unwise 
ti.1 run the .great risk which .acciimpanies 
such nrv'cedures. 


Generally speaking, spinal anesthesia 
is a block anesthesia, but if one resorts 
to its use for general anesthesia, one 
should employ the Koster technic, inject¬ 
ing 0.2 or 0.25 cc. of novocaine into the 
spinal canal at the selected site, with the 
patient in a semi-Trendelenburg posi¬ 
tion. Sufficient anesthesia can be ob¬ 
tained for operations on the neck, head 
and upper limbs. Nevertheless, as em¬ 
phasized, the method is o dangerous one, 
despite meticulous preoperative care. 

AX ATOMIC CONSIDERATIONS 

Block anesthesia has its own definite 
indications. It is necessary that the field 
of operation be within the nerve area to 
be desensitized. In the lumbar portion 
of the spine the nerves w^hose paths are 
to be blocked are those forming the cauda 
equina. These nerves emerge through 
the lumbar intervertebral spaces. But 
as the Quincke puncture is made, not 
at the junction of the last dorsal and first 
lumbar vertebrae, but between the 
fourth and fifth lumbar vertebrae, the 
nerves aftected in the majority of cases 
are those beginning with the fourth 
median lumbar nerve. By practicing 
“barbotage,” it is possible to infiltrate 
the first lumbar root. 

The anterior branches of the first four 
lumbar and the first four sacral nerves 
constitute the sacral plexus. The an¬ 
terior branches of the fourth and fifth 
sacral, with the cocc 3 ''geal, form the coc- 
cygeal ple.xuses. Therefore, as a rule, in 
lumbar anesthesia only the sacral and 
coccygeal plexuses are desensitized, arid 
only by means of “barbotage” is the lum¬ 
bar ple.xus reached. 

The distribution of the nerves com¬ 
prising the cauda equina to the cutaneous 
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to the proposed incision and the plane of the 
bone This is obtained b) \arying the first 
position adopted to pierce the skm and giving 
the needle an inclination until it is parallel to 
the bony plane 

Since the needle has been introduced be 
tween the bone and the soft tissues, and since 
It embraces an area from 4 to 6 cm m length 
between its entrance and its emergence, the 
second part of the instrument will compress at 
the desired pressure the entire thickness of the 
scalp 

The steel plate (fig 3) is tempered as a 
spring one end it is semicircular in shape 
from the mside of this semicircle extends a 
small piece also like a plate more or Jess 
perpendicular to the body of the mam plate 
This small piece is provided with two small 
holes placed vertically one under the other 
The sharp end of the needle is adjusted to 
these holes which are 2 mm apart and it is 
thus lodged m the semicircular cunature This 
IS to a\ Old accidental pricking The other end 
has the shape of a wheel 6 mm m diameter 
and IS presided with a slot at right angles to 
the mam plate The screw is adjusted to the 
slot and the nut rests on that end When this 
end IS pressed with the forefinger of one hand 
and at the same tune the nut is lowered with 
the other hand, the plate is fixed m the desired 
position 

All the needles of the instrument ate intro 
duced at the prei lously indicated distance so as 
to surround the entire contour of the incision 
including the base of the dependent soft tis 
sue 

Figs 4 8 indicate the different stages of the 
introduction of these small needles These m 
struments permit one to make after their inser 
tion an incision down to the bone with one 
stroke of the scalpel The instrument has been 
named the hemoitaUc scalp coaiprcssar 

Thus hemostasis, started by the local 
anesthetic is continued and maintained 
during the opeiation by means of this 
instrument Hemostasis is usually com¬ 
plete Sometimes slight bleeding occurs 
at the time of the cutting This is merel) 
the oozmg of the blood which remains 
stagnant after the hemostatic compres¬ 
sors are placed m position it stops en¬ 
tirely as soon as ihc blood has been 
ihsorhcd with g.ui/e 
With a httk jiractKc scien or eight 
compressois — tnough to sin round a 
fairh large zone — tan he inserlcd in 


from 4 to 5 minutes Once in place, they 
need no fuither attention 

The instrument is sterihred m a ,fatty 
substance in the autoclave Thus the 
sharp ends of the needles i emam nndam 
aged and the temperature of 123° of the 
autoclave does not affect the metal, 
which w'ould certainly happen if the fatty 
substance w'ere boiled at a temperature 
of 280° 

INSTRUMENTS AND TECHNIC TOR CUT 
TING BONE AND HEttOSTASrS OF DIPLOE 

After many modifications we hate 
finally adopted the craniotome here 
described Although w e believe that still 
greater efficiency can be obtained, this 
instrument is a good one and it has giy cn 
satisfactory results in most cases Ong 
inally it yvas an adaptation of De Mar 
tel’s instrument, but many modifications 
hay'C noyy been made, especially of the 
cutter It is driven by a small electric 
motor which produces 25,000 re\elu¬ 
tions per minute The manufacturers 
advertise is as the motor of one thousand 
and one applications We behey'e that 
It has added one more application to its 
list 

By adapting a small conical gear of 
12 teeth attached to one end of the axle 
and adjusting it to a second conical gear 
of 24 teeth the rotating movement yvas 
changed from right to left m addition 
Its rate of speed was reduced by half 
and Us power was doubled (fig 10) 

The motor is lodged in a metallic case 
of yery thin yyalls perforated to assure 
yentilation .and to ayotd oy erlieating of 
the motor Another case, adiusted to 
one end of the metallic case contains n 
larger axle perpendicular to the former 
Inside this second case are mounted two 
ball bearings that support a hollow .ixle 
to which the twenty-four toothed gear 
IS .uljnsfed (fig III With the intro 
duttion of the mulur into the cast, thy 
small geai aiitomatic.diy iKtonics ad 
lusted to the 1 irger one A screiy i" ip 
tint carries the connectioi \ 
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correct The uterus does not derive its 
nerve supply from either the lumbar or 
the sacral plexus, those directly infil¬ 
trated by the anesthetic. The location of 
the principal lower medullary centers is 
as follows; The anal center is at the 
lower end of the cord, while just above 
It IS the bladder center; the genital center 
IS near the middle of the spinal cord- 
there are numerous vasomotor and hair 
^ecting centers all along the spinal cord. 
Therefore, the use of spinal anesthesia is 
advisable in deliveries by forceps, ver¬ 
sion and cesarean section. The uterine 
musculature retains its tonicity. This 
method of anesthesia has, at the same 
time, the advantage of obtaining relaxa¬ 
tion of perineal muscles—a very impor¬ 
tant factor during delivery. 

Auesthetic. Tho. selection of the prep¬ 
aration used for the anesthetic must be 
, considered. When a high operation is 
to be performed, percaine should be 
chosen, while the less diffusible novo- 
caine is to be preferred when analo-esia 
at a lower level is desired. 

CONTR.\INDICATIONS 

The possibility of producing general 
anesthesia or of injuring the cord contra¬ 
indicates the use of spinal anesthesia in 
children, who are very sensitive to all 
forms of medication, and especially to 
anesthetics. Advanced age is usually 
a contraindication to spinal anesthesia 
because of nervous irritability, faultv 
elimination and certain organic lesions, 
such as arteriosclerosis. 

Spinal anesthesia is contraindicated in 
patients suffering from severe lesions or 
systemic infections, when the cardio- 
^ and ner\ous s\-stems are se¬ 

verely affected, and especiallv in pyemia 
where infection of the meninges niaV 
result. 

D MI .VISTR AT lOX 


oSni- is present, the 

patient may have a cup of coffee or a 
glass ot milk for breakfast. 

xMorphine for sedation should be given 
an hour before the operation, while 
caffeine, sparteine-strychnine, or eohed 
the administered a little before 

the operation to counteract cardiac de 
pression m spinal anesthesia. Despite 

'' slowing 

ot the pulse rate m the first 10 or IS 
minutes, which later becomes noninl 

SesihS: 

m the cerebrospinal fluid and affects 

less Ihet or 

degree. Because of this 
various symptoms, such as vomitin!^’ 

aWr’paralvsL^ syncope, rhachh 
'innenrr/ retention of urine 

til? action is found in 

n^^v^ the 

nervous system rausl be sire°s“d° ‘a? 

cvcrin'’h‘iK,'’'’“'°"''‘■■•'■e (lifFusible 

bee™, e 

actioriess t„'ie ’’T ‘'«'> 

'lualities poLsesscinJ^'l^ el'minated. 
percaine. ■ novocaine and 

indie.ili^r^ndVyl"'*' ^In'et 

be evaluated. On" 

-e^ospina. 


Enemas should not be given precedin<--r 
the operation, esiiechdly when operas 
ing on the perineum, because of sphincter 
relaxation during anesthesia. When m, 


SU.MlfARY 

the‘''u?o"''Smr’ for 

rented, based on thc'ld?S?h" 

Oe eendition orthl'p:tr?'°rt 



Fjg 14 Local anesthcsja ftas been obfaiiied and Jiicision line traced 6i superficial cutting 
uf skin Fig 15 Hemostatic compressors circumscribing the future flap in position a^iit 
1 cm outside the Imc of incision Fig 16 Incision of scaJp has been performed m a 
single cut doivn to the bone 

Fig 17 Skm flap with underlying tissue pulled "upuards leaving bony surface exposed 
Fig 18 Skin edges as well as flap are protected uith compresses kept moist by physiologic 
salt solution A single trepan hole has been drilled in the bone Fig 19 Introduction of 
shoe shaped skate guide through trepan hole pushing back the dura 

Tigs 20 and 21 Portions of the incised area Fig 22 First cutting is finished and 
another cutting starting from trepan hole is being made in the direction of tcrmimtion 
point of first cutting 

Fig 23 Beveled edge of bone ran be seen Fig 24 Hemostatic suture as well as 
suture joining both skin edges being finished hemostatic compressors ha\c been rcino%ed 
Fig 23 Cutaneous scar 11 days after extensne craniotomy for rcmoiaJ of hnm tumor 

handle of the cutter, introduce the new the luliber cover and the cJcclric wire 
one into the hoDow ,>xlc !tnd fi\ It a!;am coatset 7t /■> prehrnble lion ever, to 
by means of the mit ffiifs 12 and 13) sterilwe both the cover and the cuttinc; 

The appaiaUis itself can be thor instriiiiiuit in h(]Uid vaseline m the auto 
oughl} sterilized This is accomplished clave 









A NEW TECHNIC FOR ARTHRORISIS FOR PARALYTIC 
TALIPES EQUINUS IN ADULTS 

EDUARDO GOMEZ JAUREGUI. M.D.. F.I.C.S. 

MEXICO CITY. MEXICO 


T he frequency of the problem of 
stabilization of the paralytic foot led 
Dr. Farill to develop a modified type 
'of arthrorisis, the technic of which is 
herein described. 

Dr. Farill and I have operated on 
only six cases with this method and 
sufficient time has not passed for final 
deductions to be made as to clinical and 
remote results. 

The procedure i.s carried out in adult 
patients with paralytic talipes equinus, 
I'in whom the strength of the gastroc- 
nemius muscle is conserved, and con¬ 
sists essentially of the following: (1) 
anteroposterior and lateral stabilization 
by means of triple arthrodesis (astraga- 
localcaneus. astragaloscaphoid, calcano- 
cuboid): (2) limitation of anteropos- 
, terior movement to the required degree 
by means of arthrorisis (posterior). 

TECHNIC 

Spinal anesthesia is used, as a rule; punc¬ 
ture is made between the fourth and fifth 
lumbar vertebrae and novocaine (0.1 to 1.5 
^rm. dissolved in 4 to 5 cc. of cerebrospinal 
fiuid) is injected. .-\ny diffusible stimulant, 
cardiotonic and hypertensive, is injected intra¬ 
muscularly. Blood is e.xpelled from the limb 
to be operated upon by gravity, light massage 
and the application of an elastic rubber con¬ 
strictor. 

The o])erati\e field is prepared with tincture 
of iodine, alcohol and ether. The patient is 
placed in lateral decubitus. The foot and leg 
as far as the malleolus are protected by the 
usual draping method. 

Tile instruments needed are the usual ones 
employed in general and bone surgery. 

An e.xtenial lateral inci'ion is made, begin¬ 
ning a little below and posterior to the fibula 
and e.xtending to a point one or two centi¬ 
meters anterior to the tmter borders of the 
L'tpr^A .‘A extensor longus digitorum. 

i mci'irii li slightly concave towards the 
-...uia .ii... i.r. iCe- tiie -km. subcutaneous tissue 


By means of hooks the skin and tendons are 
retracted towards the internal border of the 
foot and downward. At this point a step from 
Dr. Lowman's technic is used: A thin, osteo- 
periostial flap is cut with a wide chisel at the 
level of the head of the astragalus and scaphoid, 
parallel to the external surface of the foot, 
the interarticular lines between the astragalus 
and the scaphoid, the calcaneus and the cuboid 
and the astragalus being exposed (fig. 2). 

With a narrow chisel, the head of. the 
astragalus, the cartilage of the posterior sur¬ 
face of the scaphoid, the anterior articular 
surface of the calcaneus and the posterior 
articular surface of the cuboid are sectioned 
in the direction marked by the dotted line. 
Likewise, two parallel cuts are made: A thin 
layer is sectioned from the lower surface of the 
astragalus and another, from the upper surface 
of the calcaneus, in such a way that their sur¬ 
faces coincide exactly (fig. 4). 

The head of the astragalus is freed from 
cartilage and is then cut in small pieces which 
are kept temporarily in a small amount of 
warm normal saline solution. 

The patient is now changed to the ventral 
position and an incision seven centimeters long 
is made the length of the inner border of the 
tendo Achillis, beginning with its insertion in 
the calcaneus. The tendon is retracted out¬ 
ward, without touching its sheath, some of its 
fat being retained, and the posterior surface of 
the tibia is exposed (fig. 5). 

With either a chisel or a saw a graft measur¬ 
ing four centimeters long and one centimeter 
wide is taken from the tibia as shown in Fig. 
5. This graft is shoved downward, inward to 
the astragalus and toward the calcaneus, just 
enough to serve as a buffer and to limit the 
anteroposterior movements as much as is de¬ 
sired. The graft is sutured to the tibia with 
kangaroo-tendon, and the hollow space left by 
the chiseled graft is filled with the small pieces 
of bone from the head of the astragalus which 
were previously placed in normal saline solu¬ 
tion (figs. 6 and 7). 

The wound is closed by suturing in layers; 
a sterile dressing and a bandage are applied 
to maintain the proper position (90 degrees in 
men, a little more in women), followed by a 
plaster bandage or splint, the knee flexed at 
120 degrees being included. 
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heat and Brown’s splint may be applied 
to the foot and leg; it signs of marked 
compression are present, the plaster 
splint may be loosened by means of lat¬ 
eral incisions or by cutting a posterior H. 
Control roentgenograms should be taken. 
The patient is allowed to walk with 
crutches in two months, without bearing 
his weight on the affected foot. Progress 
in walking will be gradual, depending 
upon the degree of osteogenesis. Ortho¬ 
pedic appliances will be helpful. 

The combination operation described 
above can be performed easily by 
surgeons accustomed to this type of 
work. Theoretically the method has the 
following advantages; Tenotomy of the 
tendo Achillis is unnecessary; the graft 
is strong and remains in its own niche; 
the graft receives stress longitudinally, 
and this action, added to that of the bone 
fragments used to fill the hollow, is 
osteogenetic (according to Wolf's laws). 
With time, the graft will increase in 
strength instead of, as happens in other 
cases, being resorbed with exercise and 
the passage of time. 

Patients operated upon in this manner 
are still under observation and study. 

SUM^tARY 

The author describes a new technic 
for the surgical treatment of paralytic 
talipes equinus in adults. .Arthrodesis 
and arthrorisis are combined, with modi¬ 
fications. 'I'rijjle arthrodesis (astragalo- 
calcaneus. asiragaloscajfiioid. calcanocu- 
boidf is employed to effect .'interoposter- 
ior and lateral stabilization; ])osterior 
arthrorisis is used to pniduce limitation 
of anieropo-terior movement to the re- 
([uired degree. 

R£SUM£ 

. ror.'jv; I icchniquc pour 

ic piCA b’‘: pan’Jytiijuc chez 

i'adulic 

L'rmu-ur rdcrv. une nouvelle technique 


pour le traitement chirvtrgical du pied 
bot equin chez Tadulte. II combine, avec 
quelques modifications, I’arthrodese et 
I’arthrorise. Pour obtenir la stabilisa¬ 
tion antero-posterieure et lateral, I’au- 
teur a recours a une triple arthrodese; 
astragalo-calcaneale, astragalo-scapho- 
'ide et calcaneo-cuboide; Tarthrorise pos- 
terieure nous assure la limitation, au 
degre desire, du mouvement antero- 
posterieure. 


ZUSAMMENFASSUNG 

Ehie nexie Technik fur die Arthrodese 
im Pes Equiniis Talus Paralyticus 
des Erzoachsehen 

Der Auter beschreibt eine neue chir- 
urgische Behandlungs-methode. Arth¬ 
rodese und Arthrorisis sind mit gewis- 
sen Veranderungen vereinigt. Drei- 
fache Arthrodese wird verwandt um 
antero-posteriore und laterale Stabilisa¬ 
tion zu erzielen. Posteriore Arthrodese 
wird verwandt um eine Beschrankung 
der antero-posterioren Bewengung bis 
zu einem gewiinschten Mass zu be- 
schranken. 


SUMARIO 

IJna tecnica nueva para artrorisis por 
talipes equinus paralitico en Adultos 

El autor describe una tecnica nueva 
para el tratamiento quirurgico de talipes 
equinus paralitico en el adulto. Artro- 
desis y artririsis son combinadas, con 
modificaciones. Artrodesis triple (as- 
tragalocalcaneos, astragaloescafoidea, 
calcanocuboidea) es empleada para 
afectar estabilizacion antero-posterior 
y lateral; artrorisis posterior es usada 
para producir limitacion de movimientos 
al grado requerido. 
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areas is as follows: The first lumbar 
nerve innervates a band of the abdominal 
wall parallel to Poupart's ligament, 
including the suprapubic region, the 
root of the penis and the superior half 
of the scrotum The second lumbar 
nerve innervates the superior and an¬ 
terior part of the thigh up to a horizon¬ 
tal line passing through the middle part 
of the scrotum, while the third lumbar 
nerve continues from the midportion of 
tlie thigh down to the patella—an area 
of trigonal form. The fourth lumbar 
nerve supplies the median and lateral 
surfaces of the thigh, the anterior sur¬ 
face of the knee and the anterior and 
internal surfaces of the leg, or is Y- 
shaped. The fifth lumbar supplies the 
lateral surface of the leg and foot, term¬ 
inating at the plantai surface of the 
fourth toe and the dorsal surface of the 
first toe 

The first sacral nerve supplies the 
skin of the foot not innervated by the 
fifth lumbar The second sacral nerve 
innervates the posterior surface of the 
thigh and kg. The third, fourth and 
fifth sacrals, with the coccrgeal. inner¬ 
vate the skin of the gluteal i egion, the 
perineum, the anterior part of the penis 
and the lower half of the scrotum 

As for the viscera, the second, third 
and fourth sacral nerves innervate the 
rectum, the first lumbar, the lower end 
of the ureter, the first four sacrals, the 
mucosa of the bladder; the fifth lumbar 
and the first three sacrals, the prostate, 
the first lumbar, the epidiclvniis In 
women the uterus, particularly the cer¬ 
vix, is innervated by the first four 
sacrals. 

In regard to the muscles, the first 
lumbar nerve innervates the quadratus 
lumborum, external oblique, transver- 
salis and cremaster muscles, while the 
second lumbar nerve innervates the psoas 
minor, iliaciis, pectmeus, adductor long- 
iis and adductor brevis, rectus fcmoris 
and gracilis, the third lumbar inner¬ 
vates the psoas, iliac, pectmeus, adduc¬ 


tors, rectus femoris, obturator externus, 
gracilis and crureus. The fourth lum¬ 
bar innervates the psoas magnus, ad¬ 
ductor longus, adductor bres'is, rectus 
femoris, obturator exteiuus, crureus, 
gluteus maximus, gluteus medius, tensor 
vaginae femoris, obturator intermis and 
the muscles of the anterior part of the 
kg except the gastrocnemius. The first 
sacral nerve innervates the gluteus, 
tensor vaginae femoris, pyr.imidalis, 
obturator interims, crureus, muscles of 
the posterior region of the thigh and 
muscles of the kg and foot The second 
sacral innervates the gluteus maximus, 
pyramidalis, obturator intcrnus, seini- 
tendinosus, crural biceps, gastrocne¬ 
mius, sokus, flexor digitorimi, the mus¬ 
cles of the foot (plantar surface) and 
the muscles of the perineum The fourth 
sacral innervates the levator ani, coc¬ 
cygeal and perineal muscles. The fifth 
sacra! and coccygeal nerves .supply the 
coccygeal muscle. 

INDICATIONS FOR USE 
It is well to know the distribution of 
the sensory, visceral and motor paths, 
in order to modify the technic according 
to the requirements of the particular 
operation In fact, the use of barbotage, 
when operating on the kg, for instance, 
makes considerable difference If bar¬ 
botage IS not resorted to, the sensibility 
of the anterior surface and lower end 
of the leg may remain intact with only 
the skin of the popliteal space being 
numbed, for the nerves of these tegu¬ 
ments are innervated by the lumbar 
plexus and can become infiltrated with¬ 
out barbotage, if a very diffusible an¬ 
algesic substance is used In operations 
on the abdominal viscera incomplete 
anesthesia mav result from neglecting 
to practice barbotage or to use a diffus¬ 
ible anesthetic Tn operations on the 
testicles or ovaries, the inicctcd solution 
must reach the dorsal nerves 

The belief that spinal anesthesia 
should not he used in obstetrics because 
it impedes the uterine contractions is in- 



BONE GRAFT OF THE MANDIBLE WITH 
PROSTHETIC OBJECTIVE 


JIANUEL JfARTINEZ SUAKEZ, D.S.D., RI.C.S. 

Member of Fecleracion Dental Mextcana and of Federacion Dental Internacional 

MEXICO CITY, MEXICO 


M embers of the dental profes¬ 
sion are indebted to the World 
War for the fact that they have 
been compelled to solve many prosthetic 
and faciomaxillary proljlems. Much is 
owed to J. Lebedinsky, dental surgeon 
of the hospitals of Paris and Chief of 
the Prosthetic Institute, and to M. 
Yirenque, Intern of the hospitals of 
Paris, from whose experiments and 
technic excellent results have been ob¬ 
tained. 

The present war reminds us that the 
number of wounded men in each combat 
was so great that the necessity arose 
to replace those lost at the front and to 
reestablish physically the injured as 
quickly as possible so that they might 
return to the front, or so that later they, 
as invalids, would not be a burden to 
the state. 

Bone-grafting in general has been car¬ 
ried on in Mexico for the past thirty 
years with results which were anything 
l)ut uniform. Dr. Rosendo Amor is 
pessimi.stic over the results of bone¬ 
grafting and base.s his opinions upon his 
clinical observations, regardless of the 
operative technic employed. In review¬ 
ing the benefits of bone-grafting, failures 
often are overlooked. In order to avoid 
disappointments, it is essential to know 
the causes which determine failure and 
the elements which are indispensable for 
success. It is necessary to know as far 
as possible whether the grafted bone 
will survive and whether its total sur¬ 
vival is certain or ])rob!ematical. 

\\ hetbee only the cortical lavers of the 
bone remain alive anti the medullarv 
portions oi thv transplant necrose before 
they becoiiic vascularized is u moot 


question. I am of the opinion, based 
upon my own observations, that the ma¬ 
jority of grafts do survive. 

The survival of the transplanted bone 
depends principally upon its age and the 
perfection of its contact with the adja¬ 
cent tissues. As a rule, grafted bone 
adheres to the contiguous tissues, and, 
if the total graft comprises all the layers 
of the bone, including the periosteal and 



Fig. 1. Upper left. /V piece of bone about 0.5 cm. 
in thicVmess is removed from superior border of sixth 
rib. 

Fig. 2. Upper right. Incision made along alveolar 
border of maxilla to receive bone graft. 

Figs. 3 and -1. Lower left and right. Suturing of 
incision with fragments of graft in correct position. 

endosteal components, it is logical to 
conclude that it has a greater oppor¬ 
tunity to survive. 

The dental surgeon is at times con¬ 
fronted with the necessity of making a 
denture, especially a lower one, when 
the entire alveolar process has regressed 
to such an extent that the prosthe.sis 
cannot j)n.';sib!y remain in place. 

I have devised a method of treating 
the.-e cases by replacing the lo.s.s of the 
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should be considered is i block anesthe 
s:a Only rarely should this form of 
anesthesia be used above the diaphragm 


RfiSUMfi 

Quclqua obseu ations sw 
I’anesthesie tachidiLtme 
L’auteui considere les contre mdica 
tions et les indications pour 1 emploi de 
I’anesthesie rachidienne se basant sur 
I’etat du inalade et sur le siege de I’opera- 
tion II faut envisigei cette anesthesie 
comme un blocage Rarement, on y 
aura recours pour les operations au- 
dessus du niveau du diaphragine 


ZUSAMMENPASSUNG 

Uber Spmalanasthesie 
Indicationen und Contraindicationen 
fur die Verwendung von Spinalanasthe- 
sie smd aufgefuhrt, je nach der Lage des 
Operationsfeldes und der Verfassung 
des Patienten Diese Anasthesieform 
sollte nur als Blockanasthesie angewandt 
weiden Ihre Verwendung oberhalb des 


Zwerchfells sollte nur in Ausnahme- 
fallen erlaubt werden 


SUMARIO 

Algunas consideraciones en anestesia 
espinal 

Contraindicaciones e indicaciones para 
el uso de la anestesia espmal es presen- 
tado, basados en la locahzacion de la 
operacion y las condiciones del enfermo 
Esta debe de considerarse como anestesia 
regional o bloqueo Solamente en casos 
raros debe de usarse esta anestesia en 
operaciones arnba del diafragma 


RIASSUNTO 

Alcune considerasiom stdl'anestesia 
spinale 

Contra-indicazioni ed indicazioni per 
I’uso dell’anestesia spinale sono presen- 
tate, basate sulla locazione dell’opera- 
zione e la condizione del paziente 
Dev’essere considerata come anestesia 
di blocco Solo in casi ran e permesso 
usare questa forma di anestesia per oper- 
azioni pm alte del diaframma 


The Ninth International Congress of Accidents 
and Diseases of Industry will be held in Rome 
in 1942 Topics to be discussed are prophylaxis 
of tetanus treatment of recent accidental wounds 
and the use of massage exercise and mechano 
therapy in the treatment of injuries At the last 
meeting of the Permanent International Com¬ 
mittee of the organization IS new members were 
appointed Among these were Dr Sayers of 
the Division of Industrial Hygiene National In 
stitute of Health Washington D C Prof 
Manuel A Manzanilla Mexico, D F , and Dr 
Eduardo Bello and Dr Carvallo, Hospital 
Arzobispo Loayza, Lima Peru 


Dr Louis Hamman, professor of clinical 
medicine at the Johns Hopkins University, was 
elected president of the Association of American 
Physicians at the meeting held in Atlantic City 
He succeeds Dr Gerald B Webb, of Colorado 
Springs Dr J H Means, of Boston, was chosen 
vice president 


The meeting of the sixth International Con 
grc's for Experimental Cytology, scheduled to 
meet m Stockholm from July 2a to August 1, has 
been indehnitcly postponed because of the inter 
national situation 



SURGICAL TREATMENT OF PELVIC PERITONITIS 

JUAN MORA Y ORTIZ, M.D., F.I.C.S. 

Member of tlie Mexican Academy of Surgery 
MEXICO CITY, MEXICO 


T he increase in the frequency of 
pelvic peritonitis is due to the in¬ 
crease in the number of criminal 
abortions. The fatal results are due 
either to delay, or to imprudent haste, 
in operating. ^ly observation of cases 
treated during the last eight years m 
mv gynecological service has lead me to 
summarize the indications tor surgica 
treatment in pelvic peritonitis ot genital 

origin. 

ft is not necessary to describe the 
well-known symptoms or to differentiate 
this condition from appendicitis, intesti¬ 
nal occlusion, ileitis (especially terminal) 
or torsion of a genital tumo^ because 
these can be easily identified. Thei e ai e, 
however, two pathologic conditions with 
which pelvic peritonitis may often be 
confused. The following case histones 
“e l“r«ena-l to illustrate this point. 

CASE REPORTS 

-\ woman giving a history of gonor- 
rhe-i was e.xaniined in my service m 
December. 1936, because ot an acute 
svndrome of the lower abdomen, accoiii- 
innied bv severe general symptoms. 

I ocally riedditv and severe pain were 
present in the hypogastrium and iliac 
fO'Sa The vaginal cul-de-sacs appeared 
to aHitain a resistant mass. A diagnosis 
.,f suppurative pelvic peritonius was 
unde and a clpi'toiny was periormed. 
No pus w:ts present, but instead ;in irreg- 
vilar mass . .ccupied the il. .or ■ .f tlie pelvis; 
u.'iN mass e-xtendcii backv.ards ami t*i the 
.,,.,5 ticnnitelv fmeitniim^ n* the 
A vagina! nv-terect'.my iiy ueini- 
tiicii cr I. .rmc'1. Do%en 


-ecta m 
tvohm-: 


a- itiiimi 


to be a fibroma; suppurative salpingitis 
was present on the right side. 

Two months later another patient was 
brought to my service with symptoms 
similar to those presented by the pre¬ 
vious case, the difference being that the 
neoformation occupied the entire pelvic 
cavity. Colpotomy proving' unsuccessful, 
laparotomy was performed, at which a 
Hr'^'e, embedded fibrdma was found, 
accompanied by bilateral suppurative 
salpingitis, more marked on the left than 
on the right. 

DIFFERENTIAL DIAGNOSIS 

The marked clinical similarity be¬ 
tween acute pelvic peritonitis and sup¬ 
purative salpingitis, when the latter ap¬ 
pears in women who also have fibromas, 
should be kept in mind in order that one 
may be prepared for the necessary sur¬ 
gical procedure. 

Ruptured tubal pregnancy is another 
condition with which pelvic peritonitis 
may be confused. To avoid error in these 
cases, in addition to a urinary prolan test 
one should obtain a careful history, espe¬ 
cially of the early stages of the condition. 
In tubal pregnancy internal hemorrhage 
causes tachycardia and hypotension; in 
|)clvic jicritonitis this does not occur. 

TYPES OF PELVIC PERITONITIS 

Pelvic peritonitis of genital origin 
may be divided into three groups cor¬ 
responding to the anatomic lesions which 
are manifested by different symptoms 
and to the surgical procedures required. 

Hypcrscptic Type. In the hyper- 
'cptic type tile iieritfineiim and cellular 
ti-'-'Ue >)i the true peK is are infiltrated 
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I jg 1 Lateral incision beginning a little below and posterior to tibula and extend 
ing to point 1 or 2 cm anterior to outer borders of tendons of the extensor Jongus 
digitorura Fig 2 Skin and tendons retracted with hooks towards internal border of 
foot and downward 

reetton of dotted lines is used to section head 
face of scaphoid anterior articular surface of 
Fig 4 Incision 7 cm m length is made along 
inner border of tendo Achdlis begmnmg with its insertion in calcaneus 

Fig 5 Posterior surface of tibia exposed Dotted line indicates graft which is 
removed from tibia with a chisel or saw Fig 6 HoHow space left after removal 
of graft IS filled with small pieces of bone previously removed from astragalus Fig 7 
Graft IS shoved downward into bed made bv chisel as shown in Fig 3 


\ lateril sketch sho\\s the static eiTect of the Postoperatu elv, the patient's i^encral 
combination of arthrode^^is and arthrorisis condition should be \\ atched c \ 

(fig 7) 
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semblent (appendicite. occlusion intesti- 
nale, iieite et torsion due a un neo- 
plasme). II cst plus difficile de recon- 
naitre le type exacte de la peritonite qui 
afflige le malade. Ce diagnostic deter¬ 
mine le traitenient qu’on doit adopter. 
Obtenez du malade des renseignements 
precis. La^ peritonite est on hypersep- 
tique ou sereuse ou plastique et puru- 
iente. Pour la peritonite hyperseptique 
un traitenient medical pent 'suffirc; pour 
la peritonite sereuse on opere qiie dans 
les cas graves. Le traitenient operatoire 
donne d'excellents resultats dans les cas 
de peritonite plastique et puruleiite. 


ZUSAMMENFASSUNG 

Cliinirgischc Bchandlung in 
Beckon portion tits 


SUMARIO 

Trataniicnto qiiinirgico do la pelvi- 
peritonitis 


La Qiterienciacion entre la pelvi-peri- 
tonitis y enfermedades que se paresen 
(apendicitis, oclucion intestinal^ ileitis v 
torciones de tumores) es relativaniente 
tacil. hs mas dificultoso determinar el 
tipo e.xacto de la peritonitis presente asi 
que tratamiento propio sea instituido. 
Lsto es hecho mas facilmente si una his- 
toria clinica cuidadosa se ha hecho. Tres 
tipos son reconocidos; (1) hiperseptico, 
(-) el seroso y (3) el plastico purulento. 

el hiperseptico, tratamiento medico 
puede ser suficiente; en el seroso, cirugia 
es aconsejada en los casos severos; en el 
purulento plastico. circugia produce re- 
sultaclos excelentes. 


Difterentialdiagnose zwisciicii Bek- 
kenperitonitis und ahnlichen Erkran- 
kungen (Blinddannentzundung, Darm- 
verschluss, Ileitis, und Torsion intolge 
von Tumor) ist ziemlich leichi. Es ist 
etwas sciiivieriger den Typ der Peri¬ 
tonitis zu erkennen, dainit einc riclitige 
Beliandlung eingcleitct werden kann. 
Dies kann durcli cine genaue Kranken- 
gescliichte erleiclueri werden. Drei .-\r- 
ten koniien unterscliicden werden: cine 
Hyperseptische, cine Serose, und cine 
pla.stisch-eilrigc. In der Hypersep- 
tischeii kann interne Behandlung geiiii- 
geii; in der Serosen ist Ciiirurgic nur 
in .<ehr .-chwcreii ITdleii anzurati,-n und 
in der I’!;istisch-Eiirigen gibi LiiirurgL 
ausgezeichnete Erfolge. 


RIASSUNTO 

Trattaincnto chinirgico nella 
pontonitc pelvic 

.. '•'fi'erenziare fra la peritonite pel- 
Mca e malattie che la somigliano (ap¬ 
pendicite occiusione intestinale, iletee 
torMone dovuta a un tumore) e relativa- 

minait il tipo csatio di peritonite pre- 

.run,;.™',’'™'" 

rattamtntc) gm.sto. Questo si fa pin 

I’ipersettico, il 
- .fr- -I plastico. Nell 'iper- 

mfficLntt medico pub essere 

n hcientc. nel sernso la chirurgia e utile 

ii-ur^ia produce nsultati eccellenti. 
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RIASSUNTO 

Una tecnica nuova per artrorisi, per 
piede storto paraliiico equinus negli 
adulti 

L’autore descrive una tecnica nuova 
per il trattamento chirurgico del piede 
storto paralitico equinus negli adulti. 


L’artrodesi e I’artrorisi sono corabinati 
con modificazfoni. L^artrodesi tripla 
(astragalO'Calcaneo, astragalo-scafoide, 
calcanocuboidej e usata per effettuare 
stabilita anteroposteriore e laterale; 
I’artrorisi posteriore si usa per produrre 
una liniitazione del movimento antero¬ 
posteriore al grado voluto. 



A Century of Belgian Poetry (1830*1930). 
By Francisco Castillo Ndjera, Surgeon, Man 
of Letters and Diplomat, Present Ambassa¬ 
dor of Mexico in Washington. Pp. 548. Edi¬ 
tors : Brussels, Labor, and Madrid, M. 
Aguilar. 

N ajera, in this work, achieves a veritable 
triumph of talent and perseverance in 
which he shows his prowess as historian, 
critic, biographer and bibliographer in over 250 
translations from Belgian poets. His translations 
reveal skilled knowledge of the poetical melody of 
the French language, faithfully portrayed in 
Spanish without losing the charm of the original 
text. 

Castillo Najera demonstrates in his work facil¬ 
ity and genius in letters, science and diplomacy. 

Versatility in the arts and sciences has been 
shown by surgeons like Billroth, that formidable 
leader of major surgery who attracted the medical 
world to his clinical amphitheatre, where he 
demonstrated his skill with the scalpel, and who 
relaxed in private musicales at his residence, 
where he displayed his skill on the violin. 

The surgeon, m fulfillment of his serious and 
at times hfc-savjng tasks and responsibilities, may 
appear foreign or cold to the sensibilities and emo¬ 
tions of poetry, music and the beaux-arts, and 
yet history records attainments in the arts and 
sciences b> tiic masters of the operating room. 

When medicine was in the domain of the 
philosophers, the astronomers and the mathema¬ 


ticians, the gifts of poetry, music and the arts 
were by-products of the master minds which en¬ 
compassed universal knowledge. 

The travels and diplomatic experiences of 
Castillo Najera have been world-wide and unique, 
affording him rare opportunities to satiate his lit¬ 
erary proclivities and, in the field of diplomacy, 
to acquire understanding of the intricacies of 
political problems which he successfully meets 
with tact and sagacity. 

The historical sketch of the poetical expression 
in the French language and poetical c.\prcssion in 
the Flemish language arc engaging and of rare 
beauty. 

Those conversant with the French and Spanish 
languages will find in this work of Castillo 
Najera an historical gathering of lyric gems over 
the century just closed (1830-1930) that cannot 
be perused in any other work like this, for it 
doesn't exist. 

Desidero Roman 

The Surgery of Injury and Piastfc Repair. 
By Samuel Fomon, Ph. D, M.D., Formerly 
Major, Medical Corps, U. S. Army. Price 
$15. Pp 1,400, with 925 illustrations Bal¬ 
timore : William Wood & Company, 1939. 

I N an attempt to encompass within one volume 
the entire literature on traumatic surgery, 
the author has combed the leading periodicals 
and publications and from this material he has 
{Please lani to page 2S0) 
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concept of a process which is substan¬ 
tially developed in the connective tissue 
structure of the peritoneum or in the 
subjacent connective tissue. 

A surgeon should also be a physiolo¬ 
gist, for, according to the words of Le- 
riche and Policard, '‘He who would 
understand the pathologic must begin 
by learning the normal state and its 
variations. The more a surgeon experi¬ 
ments on the necessity for knowing the 
why and the wherefore of conditions, 
the more he will search into pathologic 
physiolog}’ for guidance in therapeu¬ 
tics.” 

Oiy therapeutic ideas must be ob¬ 
tained from previous physiologic rea¬ 
sonings, to gain ultimate confirmation 
clinically. 

Clinically and pathologically pelvic 
cellulitis is classified as neoplastic and 
inflammatory, even when the former is 
complicated by the latter. 


CELLULITIS OF NEOPLASTIC ORIGIN 


Pelvic cellulitis of neoplastic origin 
differs from other forms in differential 
diagnosis and treatment. Not all neo¬ 
plastic lesions grow by infiltration from 
neighboring tissues, since all benign 
tumors of interstitial or central growth 
develop by the increase in volume of 
their own mass with repulsion of the sur¬ 
rounding tissues, in which case the con¬ 
nective tissue resembles benign cellulitis 
of inflammatory origin without in¬ 
fection. In cases of malignant neo¬ 
plasms, tumors of the connective tissue 
are generalized by the blood stream, me- 
tastases invading the walls of the veins 
to the extent of causing the formation 


of emboli at different points which fre¬ 
quently respect the connective tissue — 
that exuberant web, rich in l 3 -mph, so 
often affected b_v the malignant neopla¬ 
sias of epithelial type who.se cells engraft 
t ieiuj,elves successively in the interstices 
■>! the supporting connective tissue, car- 

iw current, invad- 

tlK lymphatic parts (Sampson 


in 


Handley’s penetration) to the extent of 
producing cancerous lymphangitis, ade¬ 
nitis and embolism. Plelbit even calls 
it lymphophilic cancer in opposition to 
hemophilic cancer, which directly in¬ 
vades the blood stream by primary em¬ 
bolism. These are the only cases deserv¬ 
ing to be called neoplastic cellulitis. In 
Mexico the conception of pelvic cellulitis 
has tended to be circumscribed: The in¬ 
flammatory processes are regarded in an 
eminently clinical spirit, even when based 
on the physiopathology of the interstitial 
connective tissue, although some neo¬ 
plastic cases could be included, especially 
malignant tumors of epithelial origin, 
which by their pathogenesis resemble in- 
flammator}^ cellular infiltration. 

Mexican clinicians have advanced the 
knowledge of pelvic cellulitis scien¬ 
tifically and therapeutically in an en¬ 
deavor to understand the physiopa¬ 
thology of connective tissue. 

CELLULITIS OF INFLAMMATORY ORIGIN 

Pelvic cellulitis has many clinical 
aspects, from the sudden and fulminat¬ 
ing type with acute and grave symptoms, 
to the insidious invasion which appears 
like a recurrence of a previous pelvic in¬ 
flammation. 

Bacterial invasion which produces 
acute pelvic cellulitis blocks the reticular 
structures; these are bathed in lymph, 
absorbing toxic and microbial products, 
the results of cellular disintegration. 
Their pathogenic action is increased by 
the dilatation of the capillaries which, 
bathed in a lymph of an altered physi¬ 
cochemical constitution, are unable to 
bring about nutritive changes in tlie 
fixeci cells and in those of lesser mobility. 
The bacteria, surrounded by this plasma, 
are destroyed; capillary occlusion im¬ 
pedes the ingress of mobile cells, 
while the migratory cells aggravate the 
c< mdition. 

Interstitial edema diajwns the cells, 
■vj to speak, and by compressing the 
nerve endings, provokes diffuse pain. 



UONH (,RAfl OF MANDIBLE 


alveolar procc^^ wiiti <i bone-graft, 
using the technu. (K -•( iilnd bclnu 

The operation rr nsist*: essentmlly in 
taking pieces nt buin tmm the superior 
liorcler of the iili ffig I) about 

one-half centninl. in Ihnkness, and of 
whatever length n (iisned, this tians- 
plant is then giMnd to the mandible 
The curve ot thi' h un segment is similar 
to that of the in mdihh The loss of the 
transplant fioin du iliest is of no mo¬ 
ment to the patient 

The gratt is nlni'ted beforehand and 
cut into fr.igiiieiits uliieh are made to 
conform to the siir\ e of the maxilla. An 
incision is then in ide along the alveolar 
border (fig 2 i the edges of the wound 
are separated and the two fragments of 
bone are inserted in the wound, care 
being taken to incise the periosteum so 
that the gi att will be m contact with the 
mandible The operation is concluded 
by suturing the incision with the frag¬ 
ments of the giaft in correct position 
(figs 3 and 4) 


sUMMARt. 

The author describes his method of 
compensating for regression of the al¬ 
veolar process to obtain support for a 
prosthesis The operation consists in re¬ 
moving pieces of bone from tlie superior 
border of the sixth rib and grafting them 
to the mandible. The graft must in¬ 
clude all layers of the bone and must be 
in contact with the mandible 


RfiSUMfi 

/ es greffes osfciiscs du maiidiOule pour 
object if a protUetique 

L’auteur decrit sa methode de com- 
penser a la regression de I’apophyse 
alveolaire et de creer un support pour 
une proth&e. II enleve un segment du 
bord superieur de la sixienie cote. Ce 
segment est greffe dans le mandibule. 


201 

Le greffon doit renferincr toutes les 
couches de I'os et doit etre en contact 
avec le mandibule. 


ZUSAMMENFASSUNG 

Knochenimplantat in den Unterkiefer 
mit Prothcsenivirkung 

Verfasser besehreibt seine Methode 
der Bildniig eines Halts ftir Prothesen 
in Fallen von Retrognathie des Alveo- 
larfortsatzes. Die Operation besteht in 
der Entfernung von Knochenstiicken 
voin obern Rande der sechsten Rippe 
und Einlegimg in den Unterkiefer. Das 
Transplantat muss alle Knochenschich- 
ten eiithalten und deni Unterkiefer dicht 
aniiegen. 


SUMARIO 

Injerto dc Iiiicso dc la wandibiila con 
objetivo de prdtesis 

El autor describe sii metodo de com- 
pensacion por regresion de los procesos 
alveolares para darle un soporte por 
prdtesis. La operacidn consiste en tomar 
pedazos de huesos del horde superior de 
la sexia costilla 6 injertandolos en la 
mandibula. El injerto debe de incluir 
todas las capas del hueso y debe de estar 
en contacto con la mandibula. 


RIASSUNTO 

L’mnesto dell’osso della inandibola con 
I’oggettwo protest 

L’autore descrive il suo metodo di 
conipensazione per il regresso del pro- 
cesso alveolate per provvedere un sos- 
teguo per una protesi. L’operazione 
consiste del riimiovere pezzi di ossa 
dall’orlo superiorc della sesta costa e 
dcH’iiincstarli alia inandibola. L'innesto 
deve induderc tutti stratti ^ e 

deve essere in contatto con la . 
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connective tissue. Various types of 
phlegmons of the hypogastric sheath, 
broad ligament, pelvirectal space, etc., 
result — processes which are no longer 
pelvic cellulitis but the consequences of 
special conditions which have imprinted 
a destructive character upon the cells 
and tissues. These represent necrosis 
of the connective tissue, while cellulitis 
per se is a more or less prolonged state 
of inflammation, which leads either to 
sclerosis, resolution of the focus, or to 
suppuration. In cellulitis of the pelvic 
organs, therefore, the process will be 
found more diffuse; inflammation will 
appear in connective tissues exception¬ 
ally rich in lymph spaces, representing 
a prolonged phase of the cycle of inflam¬ 
mation. 

The question arises as to whether lack 
of suppuration means that pelvic cellu¬ 
litis is not present or whether it is less 
likely to be present in cases which de¬ 
velop adhesive processes without suppu¬ 
ration. 

In infiltrations involving the perirectal 
or periuterine tissues many days pass be¬ 
fore the process becomes diffuse or be¬ 
fore suppuration can be detected. This 
phase represents pelvic cellulitis. When 
necrosis or suppuration results, it is be¬ 
cause a cellulitic process has been added 
to another cause — that of capillary em¬ 
bolisms and necrosis of the tissues 
through vascular obstruction. Inasmuch 
as pelvic cellulitis may involve all the 
pelvic organs, abscess formation often 
occurs in the broad ligament, the infun¬ 
dibulum and the ischiorectal fossa. 

In pelvic cellulitis due to interstitial 
edema, humoral alterations, etc., the ob¬ 
vious treatment points to correct stasis 
by drainage, perhaps, by means of a 
posterior colpotomy. Wfliere suppura¬ 
tion is manifest in specific organs, extir¬ 
pation should be considered. Diathermy 
and moist heat give excellent results in 


many cases. Streptococcic __ 

nun )c treated by chemotherapy f sul 
-ncthylmethanei in lar-e do.es, 5 tot 


infections 
I- 
S 


g. a day in fractioned doses, every four 
hours, always given with sodium bicar¬ 
bonate. Other measures are specific or 
nonspecific vaccination with aseptic pus; 
transfusions or immuno-transfusions; 
or serum therapy in large doses. Dr. 
Francisco Reyes, who has used soluble 
mercttrochrome with great srtccess, re¬ 
ports that it is of great value in these 
cases, although care must be exercised 
in the handling of large doses. 

Surgery is effective in cases in which 
a focus of infection is somewhat distant 
from the pelvis, such as an ulcerous 
cervicitis, causing inflammation of the 
tissue of the pelvis. With elimination of 
the focus of infection, the pelvic cellu¬ 
litis usually clears up. Electrosurgery is 
the best treatment for these cases. Elec¬ 
trocoagulation of an infected cervix, 
drainage of the uterine cavity, extirpa¬ 
tion of Bartholin’s glands or ample exci¬ 
sion of abscessed periurethral glands 
should be detected and properly reme¬ 
died. 

INFECTIONS OF INTESTINES 

The second group of cases of pelvic 
cellulitis includes affections of the rec¬ 
tum, such as proctitis, strictures, in¬ 
fected carcinoma, phlebitis, hemorrhoids, 
fistulas, diverticulitis of the colon, 
tuberculosis and rectocolic polyps. 

In nearly all these infections, it is 
through the lymphatic channels that 
microorganisms (streptococci, colon ba¬ 
cilli and staphylococci) invade the rectal 
cellular tissues and the perirectal tissues, 
or, following the branches (jf the hemor¬ 
rhoidal artery, reach the lymph nodes 
and the connective tissue surrounding 
these. 

Therapeutic measures should be gen¬ 
eral and should include the extirpation 
of the focus of infection. Vaccines and 
chemotherapy are indicated in the 
pre.sence of streptococci and staphy¬ 
lococci. Operative treatment should 
aim at e.xtirpation of the causal lesion. 
Infected hemorrhoids should be removed, 
with ample drainage of the perianal tis- 
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With serum and tlie niuctiie ti''''Ue is 
gangrenous UnrUt tin'i ct uhtions the 
circulatory, respii iti ml neirous 
symptoms wind jn I iii'i itc bespeak 
the profound int i\K ii n I the organ 
ism Abdomimi i i ii ilc ntirns ire less 
impressive and inK n n mtcst itions ire 
absent except t n im i i ed lesistance 
perceived on palintiiv In ildnmen 

B Serous T\p Sum, pehic peri¬ 
tonitis forms the s<r 1 gioup In this 
type there is fonum i of false mem¬ 
branes which enclo^c i number of small 
collections of sci urn These give rise to 
general manitestations ot a less serious 
nature than do the others and present, 
m addition, a tnuK reaction m the in 
fraumbilical region Spontaneous pain 
i igidity and meteorism are limited to the 
hypogastrium and the iliac fossae and 
indicate freedom from involvement of 
the upper part of the abdomen Pam 
provoked by pressure increases towards 
the pubic symphysis and is more severe 
when compression is released (Blom- 
berg’s sign) Upon bimanual examina¬ 
tion a high, utero adnexal induration is 
felt, in which the presence of fluid is 
doubtful 

C Purulent Tipc In plastic purulent 
pelvic peritonitis the symptoms are local 
ized in the lower abdomen and the pelvis 
The most characteristic symptom is a 
more or less voluminous plastic indura¬ 
tion in the cul de sac This may be of 
liquid consistency, resistant or fluctuat 
mg 

TREATMENT 

In these cases the surgeon should 
endeavor to distinguish between the 
case in which an impetuous operation 
would lead to deith and the case in 
which a prompt intervention nny be a 
life saving measure 

In hyperseptic pelvic peritonitis, sus¬ 
tained general and medical treatment 
may be sufficient Operation is contrain 
dicated m these cases A woman with 
hyperseptic pelvic peiitomtis following 


an abortion was brought to my service in 
April, 1936, during the night and oper 
ated upon by my assistant Lapnrotom) 
cleansing, disinfection and canalization 
(Mickiuhcz technic) were performed, 
death occurred four houis latei I hare 
seen many similar cases and I believe 
that it ts best to refiain from operating 
III these instances 

In cases of serous peritonitis, or those 
of the second group, in which general 
symptoms are less maiked, the surgeon 
must exercise watchful waiting, and 
only in the cise of aggravation should 
one proceed to perforin laparotomy, with 
adequate diainage These cases usually 
prove fatal and only slight hope may be 
offered et en by prompt sui gery Death 
usually' occurs suddenly 

Finally, in plastic purulent pelvic peri¬ 
tonitis, comprising the third group, 
surgical interference by immediate pos- 
teuor colpotomy is indicated and the 
results are usually excellent 

SUMMARY 

Differentiation between pelvic pen 
tonitis and diseases winch resemble it 
(appendicitis, intestinal occlusion, ileitis 
and toisioii due to tumor) usually is rc 
latnely simple The exact type of 
pithology IS somewhat more difficult to 
determine Cireful history taking is of 
utmost importance Three types are rec 
ogmzed (1) the hyperseptic, (2) the 
serous and (3) the phstic purulent In 
the hy'perseptic, medical treatment ma\ 
be sufficient In the serous, surgeiy is 
advisable only m sevcit cases, m the 
plastic purulent \ ariety, surgery yields 
excellent results 

RfiSUMfi 

let! aitement dm logical de la 
pcutoiutc ptliicioie 

II est facile de differeiicier la pen- 
tomte pelvienne des maladies qui lui re- 
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The term ceikihli' is to some only an 
abstract cntiti unhin uhose imprecise 
houndai les theie uould he room for a 
great deal of patliology, but to certain 
pathologists it implies clinical facts and 
biological concepts hy means of which 
far-reaching therapeutic effects are ob¬ 
tained. 


Connective tissues are the funda¬ 
mentals of our economy, and although 
they vary from tlie least differentiated 
(embryonal) tissue to the most highly 
specialized (osseous or cartilaginous) 
tissue of the adult, they are elements of 
the same tissue group, and their morpho¬ 
logical divergencies arc due only to 
chemical changes of a local order. The 
entire reticulo-endothelial system is but 
a form of cellular elements of connective 
tissue origin. 

The histologic characteristic of con¬ 
nective tissue is its formation from col¬ 
lagenous fibers with a system of small 
elastic fibers anastomosing among them¬ 
selves to form a fairly dense network 
which gives it the characteristic of elas¬ 
ticity. In the interstices of their net¬ 
work are the cells, some being autoch¬ 
thonous, the aborigines of this tissue 
whose activity and nutrition are re¬ 
stricted: others, of a great nutritive and 
elaborative capacity, are ustially mobile 


and active in phagocytosis, their biologic 
character enabling them to transform 
themselves from one type to another 
(pliagocytes, macrophages, histiocytes, 
etc.). They have the physiologic char¬ 
acteristic of being bathed by the in¬ 
terstitial lymph which individualizes the 
economy through its peculiar physico¬ 
chemical composition Each individual 
has the reactions occasioned by his in¬ 
terstitial lymph, since it is the environ¬ 
ment in which the cells live and are fed 
and at whose expense tliey exist. 

Considered physiopathologically, the 
connective tissue alone possesses san¬ 
guineous capillaries which are in inti¬ 
mate contact with the elements derived 
from the blood (polynuclear, secretory 
elements, lymphocytes, etc.), and in 
dose interchange with the pathogens 
which reach them from it. Not a single 
process of inflammation takes place ex¬ 
cept through the modifications under¬ 
gone by the capillaries and the interstitial 
lymph, and consequently the connective 
tissue. 

Surgical pathology is to a great ex¬ 
tent connective tissue pathology, since 
this tissue is charged with the task of 
repair and suffers most in the process 
of destruction. What is called inflam¬ 
mation of the epithelial tissues (nervous 
centers, divers glands, etc ), is but the 
iiifiaiiimation of the connective tissue 
which acts as a support and as a nutri¬ 
tive base for tlie nen’ous and glandular 
cells, and. in the peritoneum, for the 
eiiilothelial lining supported and nour¬ 
ished by the subjacent connective tis¬ 
sue which gives it its physiologic and 
pathologic character. 

Therefore, when speaking of pelvic 
cellulitis, we cannot get away from the 


265 



272 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


were removed 72 hours after the operation. Th^ 
■ patient left the hospital August 2. 

The infant weighed six pounds, two ounces 
(2.8 kg.). It was cyanotic and had plastic mal¬ 
formations of the head. It lived only 17 hours. 

It was almost impossible to make a 
correct diagnosis, although the examina¬ 
tion was made by a competent and ex¬ 
perienced physician. The fetal parts 
and the reflex movements were not 
clearly perceived, nor were the cardiac 
sounds audible, even though the abdomi¬ 
nal walls were thin. Vaginal examina¬ 
tion gave the impression that the pla¬ 
centa was being felt through the lower 
uterine segment, an excusable misinter¬ 
pretation, since the placenta occupied 
the rectouterine pouch. It was not pos¬ 
sible to palpate the uterus pushed to the 
posterior side of the pubis on account of 
the pain induced by palpation and also 
because it was feared that bleeding would 
be provoked. 

Of the 17 cases of extrauterine preg¬ 
nancy which I have observed, 6 were 
lithopedions (these sometimes develop in 
extrauterine pregnancies), the skele¬ 
ton of the fetus being eliminated through 
the rectum, vagina and bladder. Cases 
of this type have been treated by Drs. 
Calixto Rojas, Rafael Lucio, Juan Ma¬ 
ria Rodriguez, Manuel T. Gonzalez and 
Francisco Reyes. In 4 cases (those ob¬ 
served by Drs. Juan Maria Rodriguez, 
.Alfonso Erdozain, Francisco de P. 
Chacon and Alberto Lopez Hermosa) 
the condition was discovered at autopsy. 
Of the 7 remaining cases, in only 2 was 
the correct diagnosis made; in the other 
5 the diagnosis was made only at opera¬ 
tion. In 2 cases total removal of the pla¬ 
centa was done; partial removal was 
done in the remaining cases, with mar- 
-upializatinn. Four of the patients died 
and three babie- lived. 

In the case herein reported, the 
cla.ssical characteristics uf ectopic preg¬ 
nancy were absent, not only because tlie 
diiferent part-S of the fetus c<»uld not be 
• eh bui. .il-ii because the nreLrnancv de¬ 


veloped almost normally until the last 
month of gestation. In the majority of 
cases the patients were extremely pale, 
lost weight and suffered from acute ab-' 
dominal symdromes, with frequent ab¬ 
dominal pain which did not disappear 
even after treatment and rest. More¬ 
over, in the majority of cases complete 
softening of the cervix, a normal occur¬ 
rence at the end of pregnancy, did not 
take place. Finally, the cervical canal 
was only slightly patulous. 

SUMMARY 

In the case herein reported, a diag¬ 
nosis of placenta previa, complicated by 
abdominal pathology, was made in a 
multipara, aged 30, at term. Abdominal 
section revealed a living fetus in the 
abdominal cavity with the placenta in the 
posterior cul-de-sac. The baby weighed 
six pounds, two ounces and was living, 
but it was cyanotic and had plastic mal¬ 
formations of the head. It died after 17 
hours. The mother made an excellent re¬ 
covery. Of 17 cases of extrauterine preg¬ 
nancy observed by the author, 6 were 
lithopedions and 4 were observed at 
autopsy. In the 7 remaining cases, the 
correct diagnosis was made before oper¬ 
ation in only 2; 4 mothers died and 3 ba¬ 
bies lived. 

RfiSUMfi 

O'rossesse extra-uterine avec enfant 
vivant a ferine 

Dans ce cas, il avait ete pose le diag¬ 
nostic de placenta previa complique par 
un etat pathologique abdominal. La 
malade, une miltipara, avait trente ans. 
La grossesse etait a terme. Une cesa- 
rienne revela dans la cavite abdominale 
un foetus vivant. L’enfant pesait si.x 
livres; il etait cyanotique et presentait 
des malformations plastiques de la tete. 
Le placenta etait insere dans le cul-de- 
-ac posterieur. L'enfant vecut di.x-sept 
heures. La mere fit une e.xcellente con- 

v*nIr*v;r#*nrT- PJrtnc clc 
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A. State of profound sutlrrm^ m i\ on'>ue 
because of vasotonsti Kti'ni b\ sMiipi 
thetic action, capilhi r st im'- anbnlisms 
in situ and locali/id nccn ms due to 
insufficient filterin„'' tbi lu^h tht inpired 
endothelial ualls of tlu ptntoiieuni 
Etiologicalh strcptoroici ihe gono 
COCCI and anaerobic iuctcrn to^jether or 
alone, are the insti^uois of pcKic cellu 
htis In ordei ot tretiucncr the hemohtic 
streptococcus alone oi associated with 
the B peril ingens he ids the list fol 
lowed closelj b) the colon bacillus 

jMost of the casts follow pueiperal 
infections neglected uterine ruptures 
and postabortn e sepsis Many however, 
occur postoperatu ely follow ing resec 
tion of the rectum for cancer, when a 
suture tears loose and after septic 
gynecologic operations A perirectal 
pelvic cellulitis ma> follow perineal re 
pairs when needles have been passed 
through the walls of the rectum follow¬ 
ing suprai aginal h) sterectoniy, it prob¬ 
ably represents the extension of an in¬ 
fection from the endocervix or of in 
fected cancer when it follows a hysterec¬ 
tomy for cancel It may follow pehic 
appendicitis w ith gangrene and pci fora- 
tion, or perforated diverticulitis or se- 
veie peKic traumatisms with rupture of 
the hollow' viscera of the pelvis 

These infections may result m compli¬ 
cations, such as infectious endocarditis, 
atconipamed by general systemic synip 
toms All possible means, such as anti 
toxins and anti infectious injections, 
opsonic therapy, immunization injec¬ 
tions, etc , should be eniploj ed, ample 
irrigation of the aftected areas, and, 
if an initial focus of infection is safel) 
accessible, extirpation, if possible, with 
a inimmum of trauma, electrosurgery 
being the procedure of choice Despite 
our tew therapeutic resources, many of 
these desperate cases have been saved 
Only those grate and fulminating infec¬ 
tions with tendencies to heart failure re¬ 
sult fatally m 24 to 4S hours 

rile t\ pe of pelt ic cellular intection 


which IS by far the most frequent and 
tor which the teim pelvic cellulitis is le- 
serted is rarel) a fatal disease, being an 
nounced b\ rigors and fe\ ei and general 
physical manifestations 

Pelvic cellulitis mav be a complication 
of a preexisting pelvic condition, ong- 
matmg m ordei of fiequency from (1) 
the female genitalia, (2) the rectum and 
Its neighboring tissues, (3) the extra 
pelvic organs abnormally introduced 
into the pelvis, (4) the male genital 
apparatus, (5) the urinary apparatus 

INFECTIONS OF FEMALE GENITALIA 

Cellulitis originating from the female 
genital apparatus is most frequent and 
IS usually caused by the streptococcus, 
w'lth the gonococcus and the colon bacil¬ 
lus as accompanying organisms The 
infection may be paiametnc or penad- 
nexal and may occur subsequent to 
childbirth or abortion with infection, as 
a complication of gonococcic infection, 
or as the result of curettement or cauteri¬ 
zation The mflammatorv process may 
lead to sclerosis or suppuration Sclei- 
osis develops alter a prolonged period of 
hyperemia, which changes the mature 
connectne tissue into embrjonal tissue, 
a process whereby vasodilations, by 
attentuated but pel sistent inflammatory 
reaction, accelerate their cycle tow aids 
sclerosis or maturity This results m ad¬ 
hesions, chronic infiltiation and plastic 
cellulitis which otteu agglutinates all 
the affected organs into a single mass, 
twisting their vascular pedicles and im¬ 
prisoning the more mobile organs 
(ovaries, oviducts, etc ) m the clastic 
web of the new tissue 

Suppuration de\ elops when the mobile 
elements are verj numerous — a multi 
tilde of polj niorphonuclear leucocytes 
surrounding the focus These elements 
are so numerous in the peritoneum and 
■ire of such mitritue mil ehboratne 
capacity that when tbej ' tr 
thej free ferments of ^ 

t\pe which bring abon 
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sue; fistulas slioultl l>i 'S'.I'l «1<<1 > ti the 

electric knife and ll i uitiiin -liouM he 
dilated. In case- ni h 'luiloma- 

tosis, cancer and dn-ila 'nf-. jnojjei 
therapy should Ik iu- itu i 

It is questioinhk win.tin i -lefiiiOKio- 
diverticuhtjs slmnl 1 'h i-iiLi lUd upon 
during the celluliii-. p( i<! "i uhether 
this should be diHK .dl i hi-1 resorting 
to medical troatnitnl \tcording to 
Hailes, Ransomc Re.i sk if intestinal 
obstruction is not coniplttc the surgeon 
should not operate foi pehic cellulitis. 
In the presence of ob'iiiiction, gangrene 
or perforation of an infected diverticu¬ 
lum an ai tificial anus should be made. 
Leiicocytogenous preparations only in¬ 
crease the stasis and the intersti¬ 
tial edema 

rOMPLICtTIONS 

The coe-\isteiKe of acute inflammation 
of the right adnexa with appendicular 
patholog} is relatu'ely common. There 
may be Inflammatory appendicular le¬ 
sions and ovarian changes (congestive, 
sclerosing or cystic) which may be re¬ 
lieved by adequate treatment, such as 
correcting the circulatory disorder by 
ovarian sympathectomy and freeing of 
adhesions This should be kept in mind 
when operating, and conservative sur¬ 
gery should be performed except when 
degenerating lesions of the ovary and 
oviduct are present In all cases of acute 
appendicitis which simulate pelvic cellu¬ 
litis or which complicate it by the ab¬ 
normal situation of the appendix, imme¬ 
diate surgery is necessary. 

The important thing to be emphasized 
is that the cellular process of a purely 
congestive type is alleviated by active 
vasodilation and by stimulation of the 
sympathetic system. No intervention is 
indicated, at least at first. Where intes¬ 
tinal occlusion threatens, an iinniediate 
operation is indicated, once a definite 
diagnosis has been made. For like rea¬ 
sons the same conduct is to be followed 
in mesenteric infarct, whether or not it 


IS complicated by pelvic cellulitis. 

The uterine mucosa is a tissue which 
may develop in unusual places. The 
pathologic complex is known as endome¬ 
triosis. This tissue responds to the en¬ 
docrine stimulus in exactly the same 
manner as the normal mucosa of the 
uterus. At each menstruation there are 
pelvic p.ain, discharge, manifestations of 
a mild degree of cellulitis, peritoneal irri¬ 
tation and even hemorrliage. Sometimes 
during menstruation painful nodules 
may be felt at the level of the ovaries 
and a marked inflammatory reaction is 
present. The distinctive characteristic 
of these disorders is that they disappear 
completely between menstrua! periods, 
only to reappear at the ne.xt period. 
Women between the ages of 30 and 40 
years who have suffered previously from 
iiienometastasis or have undergone 
operations on the genital apparatus are 
affected by this disorder. Since the con¬ 
dition is caused by mechanical engraft- 
mgs of uterine mucous, treatment 
should be surgery or radiotherapy; if 
surgery is resorted to, it would suffice 
to e.xtirpate the grey or blue-colored 
nodules which are present in the ovary 
and which are frequently confused with 
cystic formations, like those scattered 
at the level of tlie ligaments or in the 
pelvic infundibulum. 

Pelvic cellulitis, through thrombo¬ 
phlebitis of the ple.xuses of the prostate, 
is the most frequent cause of grave geni¬ 
tourinary septic states in the male. 

Trauma, whether the result of a direct 
wound or of rupture of hollow viscera 
in severe injuries of the pelvis (frac¬ 
ture, contusion, etc.) may provoke pelvic 
cellulitis of an acute type in which de¬ 
velopment is rapid and dramatic and the 
symptoms varied. The condition is re¬ 
lieved by treating the lesions occasioned 
by the trauma. 

SUMM.tRY 

The author explains the development 
of pelvic cellulitis on the bays of the 
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In the city of Mexico, he has been surgeon 
of the General Hospital and of the Military Hos¬ 
pital and for 25 years chief surgeon of the Hos¬ 
pital de Jesus. _ . , , 

At the Universit\’ of ^le.xico he has held a 
professorship of Abdominal and Clinical Surger\ 
in the Postgraduate Faculty and the following 
professorships in the Medical Faculty: of 
Sur"’ical Technic on the Cadaver; of Iherapcutic 
Surgerv; and at present of Clinical Surgerj, a 
course of which he is also in charge in the 
Medical Military School. In addition, he has been 
Chief of Surgical Teaching and Sub-Director of 
the Medical Faculty. He is a member oi the 
\cademy of Professors and a member oi the 

University Council. \ . 

He has also been presiden! ot the .■\cadLm> 
of Medicine, first president of the Academy oi 
Surgery, president of the Mexican Medical So¬ 


ciety, first general secretary of the Syndicate of 
Physicians and Surgeons of the Federal District, 
vice president of the Franco-Mexican Medical 
Society, member of the .Academy of Science of 
Mexico and Havana, member of the Japanese 
Ked Cross, member of the Society of Military 
Physicians, honorary surgeon of the General Hos¬ 
pital, honorary professor of the University of 
Mieho.acan, honorary member of the Mexican 
Society of Traumatology and honorary member 
of the International College of Surgeons. He has 
heeii consultant of the Medical Service of the Na¬ 
tional Railroad of Mexico and has the rank of 
Lieutenant-Colonel in the Medical Corps of the 
National Army. 

He has written five books about clinics, in gen¬ 
eral and in particular, and numerous scientific 
articles which have been published in the medical 
journals. 


DR. MANUEL A. MANZANILLA, F.I.C.S. 

V \TIO.N-.\I. Kt-:OK..ST OF .MEXIO.X.V CIl.VPTF.R 



Dr. .Manzanilla was born in the city of Cam¬ 
peche. He was graiitiated in medicine from the 
Faetthy of .Medicine of the University of .Mexico 
in l‘)24. Thesis, ".Study of .\cidosis.'’ lauded in 
France {Arclih-os M Aliens Fniiico Hisj'iiiio 
Aiiiericaiiiis. organ of the OlTiee of Foreign Rela¬ 
tions of the I’acnlty of Medicine of Paris, IV, 
Xo. S. October, P>2.^, ))p. 626-628), 

Courses ot Specttilizolion. Gynecology and ab- 
domiinil '•nrger_\ in the Faculty of Graduate 
SttidiC'. l.ater the (iraduate School of Philosophy 
,in<l Letter-, Uiinersity of Mexico, tor three years. 
.X—t-i.nit .it ihe i lo-pii.il- of Pans and Rome, 
l'G5, 

I'roiesooiuil .leinities. Surgeon and ■iiljinici 
■-urgiii-.i to thi chief surgeon of the Xational 
Railroads of Mexico i 162.--P>2.S |. Chief of the 
tisiucologe Serwce of the Coilsultorio 4 (1025- 
I02.S1. ( bief of the General .Surgical Ser\ice of 
ihi ( ousf.liorio 4 I !'t2.--1932), Surgeon of the 

• leiur.d Ho-pit.d I 1627-1036). Director of the 
t on-iihor,,, I 16,53. p)2p I Adjunct of operative 
o enni- 111 till b.iciil:;. of .Medicine. Lhiiversitv 

• M, Me.i. 1627-1632 

( nor...,-, ljuil ( ni.iiui <Moi: { Representative 

. 1 ■l-.ug.ite of i'ulihc .\ssist,'ince: Tenth Xa- 

■■■ ...d .'.!i da-.d ( o;ior, .Moreli.i, 1632. Delegtile 
o'. 'vc.i.R-.v. ot ^urgerv i ir.t .Me.s;ic;in Coii- 

gr,tii-o.r;. IP33, Medical .Meet- 

■ ■ o; e • p',,eii!tv of .Medicine, 

;o33. Firs; .''.'ational .visentbly of Sur- 
c • ; - I faiirniai!). .Me.xico. 16.54; vari- 

• ■ r: d co:.gre--e ^ in 1635 Delcg.ite of 

g- M--..;;.m:i -nrg..o::s of the Fed- 
'.X'.,''.o:; 1! Congri -.s of Pro- 



EXTRAUTERINE PREGNANCY WITH A LIVING 
CHILD AT TERM 

AVI Lf \0 GAV \I DON SALAMANCA, M D , F I C S 

\n \ICO CITY MEXICO 


C linical of extrauterme 

pregnaiicie-- are oi \alue because 
they furnish additional informa¬ 
tion regarding this mtci esting condition 
and because augmentation of knowledge 
makes the physician better able to diag¬ 
nose the condition correctly Statistics 
show that extrautenne pregnancies are 
occurring with increasing frequency In¬ 
ternal hemorrhage is a dreaded compli 
cation which, when severe and not 
promptly arrested, may cost the patient's 
life within a few hours Misleading 
bvmptoms result m errois in diagnosis 
and, on occasion, disaster 

I treated the following case recently, 
the patient was referred to me by another 
physician, the diagnosis being placenta 
praevia 


C'tSE REPORT 

A S aged 30 of Pueblo, Mexico, entered 
the hospital for treatment June 2a, 1936 The 
family and personal history presented nothing 
of importance The patient had had four 
normal pregnancies and no miscarriages Her 
last menstrual period began October 1, 193a, 
the first three months of gestation were un 
etentful For eight days in January, 1936, the 
patient complained of generalized severe pam 
111 the lower part of the abdomen and lumbar 
region, accompanied by a small amount of 
vaginal bleeding and by fever and asthenia The 
patient was treated for threatened abortion 
Gradually the pain decreased and finally dis¬ 
appeared From then on her progress was un¬ 
eventful until May 1, when she fell on her 
abdomen, se\ ere pam followed but was of short 
duration, although it returned with increasing 
fetal movements 

The attending physician tried during the first 
days of June to change the position of the fetus 
by external maneuvers but without success On 
June 24 vaginal bleeding set in, and at times 
the pains simulated those of labor The patient 
uas first seen by me the following day 


Examination revealed tenseness of the ab 
dommal wall, tenderness m the right ihac fossa 
and hyperesthesia of the skin The cephalic pole 
of the child was at the level of the right hypo- 
chondrium and the caudal pole in the left iliac 
fossa, with the neck turned to the left The 
fetal heart sounds vv ere heard m the supenor 
right abdomiml quadrant On vaginal examina¬ 
tion, the cervix was found cylindrical and in¬ 
completely softened willi htlle dilatation of the 
cervical canal, which was pushed back poste¬ 
riorly The ciil dc sac was occupied by a uni¬ 
form soft mass The patient’s face displayed 
anguish Her temperature was 101 3* F, pulse 
130 and respirations 30 

The diagnosis of placenta previa centralis 
vvas confirmed, complicated by some obscure 
abdominal process (appendicitis?) Low cesar¬ 
ean section uas advised The operation was 
performed under spinal anesthesia On opening 
the abdomen a brown fluid containing- greenish 
particles, somewhat loosely attached to the 
intestine, vyas found, showing the presence of 
generalized peritonitis While the abdominal 
fluid vvas being aspirated m an attempt to locate 
the appendix, the umbilical cord was en 
countered The baby was found inside the ab 
doniinal canty, and immediatvly after it was 
extracted it began to breathe Part of the mem 
braiies covering the infant were removed with 
cemaining were removed 
mmcdia elj afterwards The uterus vvas some- 
vvliat enlarged (a cm to the pubis) and the 
placenta was adherent to the floor of the 
posterior cul de sac of Douglas m a cavity, the 
anterior wall of which uas formed by the 
anterior surface of the sacrum and the investing 
membranes The placenta vvas removed in its 
en ircty and the place of its insertion packed 
with gauze Three drams were left in situ At 
the conclusion of the operation the patient re 
ceued a liter of salt solution 


The following morning she vvas extremely 
iIJ, with Hippocratic fucics and rapid puJ^e SJie 
had not lost much blood A great quantitv of 
serum discliargcd completely saluraiintr t 
gauze packing 

Two blood transfusions one in the i 
and another in the evening, were gi 
nioic salt solution injected From 
stcad\ improvcnicnr vva^ noted T 
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Spccializaiioii Courses. Gynecology and ab¬ 
dominal surgery, Faculty of Graduate Studies, 
later philosophy and letters in the Graduate 
School, University of Alexico, for three years; 
graduated in the specialty October 26, 1926. 
Thesis, “Elements of Gimecomastotherapy." Re¬ 
sident at the Cancer Institute, New York, 1931. 
.\ssistant in the hospitals of Paris and London, 
1932, and in Paris and Rome, 1935. 

Profcssioual Activities. Policlinica del Cinco 
de Mayo: Chief of the department of surgery 
and gynecology, from 1923 to the present. Bene- 
ficencia Espahola: Visiting physician, 1939. Dr. 
Lopez Esnaurrfzar Sanitarium: Director, from 
1938 to the present. University of Me.xico: Ad¬ 
junct professor in the Facult3' of Medicine, 1923- 
1935; professor of clinical propedeutic surgery 
in the same school, from 1936 to the present. 

Congresses and Coininissions. Mexican delegate 
to the Seventh International Congress of .Acci¬ 
dents and Diseases in Industry', Brussels, 19o5, 
First International Congress of Gastroenterolog}-, 
Brussels, 1935; and to the International Assem- 
b!)' of the International College of Surgeons, 
New York, 1939; in 1932 attended the Interna¬ 
tional Congress of Surgery held in ^ladrid. 





Honorary Offices and Coininissions: Academy 
of Surgery; Secretary, 1936-1938. Permanent In¬ 
ternational Committee for the Study of Accidents 
in Industry: Secretary of the Mexican National 
Committee of the Seventh Congress, Brussels, 
1935. International Society of Gastroenterology; 
Secretary of the Mexican National Committee 
of the Second Congress, Paris, 1937, and vice 
president of the same committee for the Third 
Congress, London, 1940. International College of 
Surgeons: National Regent for Mexico, New 
York, 1939; treasurer Mexican chapter, 1939. 

National Societies. Mexican Medical Associa¬ 
tion, Academy of Surgery. 

Foreign Societies: International Society of 
Gastroenterologj', International Society of Sur¬ 
gery, International College of Surgeons. 

Honorary Distinctions. Prize of the Federal 
Department of Labor of Mexico, monograph 
contest, 1934. Director of the Section of Gjme- 
cology of the Revista Me.vicana Medicina. 

Writings. Te.xtbook, “Tratado de Clfnica Pro- 
pedeutica Quiriirgica,” Uteha, Mexico, 1939; 
“Elementos de Ginecomasoterapia” (unpub¬ 
lished) ; various scientific works in the jMexican 
and foreign journals, and reports of national and 
international congresses. 

DR. FRANCISCO FONSECA GARCIA, 
F.I.C.S. 

SF.CRET.tRY OF MEXICAN’ CHARTER 

Born in Mexico City. Graduated in medicine 
from the Faculty of Medicine of the University 
of ^Mexico (1925). 

Sf>cciali::ation Courses: Gynecology and ab¬ 
dominal surgery (postgraduate courses of the 
General Hospital. 1928). 

Professional .detifities: Public .Assistance: 
Chief of the Surgical Service of the General 
Hospital. Francesa Charity; Chief Surgeon of 
the Service of the Sanatorium of the Francesa 
Red Cross. Professor of clinical surgery in the 
Faculty of Medicine. University of Alcxico. 

Honorary Offiees and Commissions: .Academy 
of Surgery; A’oting member of the Board of 
Directors, 1936-1938. International College of 
Surgeon.s. Me.xican Chapter: Secretary of the 
XAitional Executive Council. Mexico, 1939. 

.Wilional Societies: Mexican Medical Associa¬ 
tion. Society of Physicians of the General Hos- 
]iit;tl; Medical Sncict\ of the General Hospital, 
.ictiw; National .Athenaeuni of .Sciences and Arts, 
•ictue; \cademy of Surgery. 

/•(irt'i(/ii .SocielH'.i: International College of Sur¬ 
geons, fellow. 

Honorary Disliin lions : Officer of the Academia 
lie la Republica Francesa. 

ll’ntinr/s. Scientific works in various reviews 
.mil jx riodicalb. national and foreign. 
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sesses extra uterine ^ eb'-eivcs p r 1 lu 
teur SIX etait de^ litli p li n-- ;u tu 
furent des tromnlle- d'uurp'-ic Duns 
les sept autres ca^ le ii ^nosiie cornel 
lie fut pose avaiit I operation qiie d me 
deux cas, quatre de ees eept ineree iiiou 
rurent, trois eiifani' \ ecui eiit 

ZUSAMMENFASSUNG 
hitrautcnngiai itlilal nut au^gctiagi 
iieiii Icbendein Ktnde 

Ini vorhegendeii I'alle wai bei eiiiei 
30 jahngen j\Iehrgebaieiideii die Diag 
nose Placenta praevia kompliziert durch 
eine Bauchpatliologie am Ende der 
Schwangerschaft gestellt woiden Der 
Ixdisersclinitt ergab ein lebendes Kind in 
der Baucliliohle nut der Plazenta ini hm 
tern Ueinen Becken Das Kind wog sechs 
Ptund, und war am Leben Es was zya- 
notisch und hatte eine plastische Defer 
niitat am Kopfe Es starb nach 17 Stun 
den Die Mutter erlioite sicii giatt In 17 
Fallen \ on Bauchliolilenschwanger- 
scliaft des Veifassers 6 waren Lithopa 
dioii und 4 wurden bei der Autopsie fest- 
gestellt In den ubrigen 7 Fallen war die 
korrekte Diagnose nur m 2 vor der Ope 
ration gestellt worden 4 Mutter starben 
und 3 Kinder lebten 

SUMARIO 

Fnibaiaao exhauterino ion nn nino 
VIVO Iiasta tennmo coiiipleto 

En el caso presentado aqui, uii diag- 
nostico de placenta previa, complicado 


lon pitologia abdominal, fue hecho en 
iiiia iiiultipaia de 30 aiios de edad cuan- 
do estaba a termino La cesaria revelo 
till feto \ u o Lii h ca\ idad abdominal con 
h placenta tn el toiido de saco de Doug 
1 IS ri niiio peso sets libras y estaba vi- 
\ lendo, pero estaba cianotico y tenia mal 
torniaciones de la cabeza Este iiiurio 17 
lioias despues La iiiadre liizo un reco 
biainiento excelente De los 17 casos de 
ciiibatazo exti auterino observados por 
cl aiitor, 6 eran litopedios y 4 fueron 
observados cn la autopsia En los 7 casos 
icstantes, en solaniente dos el diagiios 
tico tue correcto antes de la operacibn, 
4 madres imirieroii 3 tres iiiiios v u leroii 

RIASSUNTO 

Gioiidanoa fiion I iitiio lOii iiii bimbo 
inenle ad mtieio tcimiiie 

Xcl caso presentato qtii dentro, una 
diagnosi di ])lacenta preiia, complicata 
perpatologia addominale, fu fatta in una 
multipara, di trent aiiiii, a termine La 
sezione Cesarea rivelo un feto vivente 
nella cat ita addominale con la placenta 
iitl foiido di sacco posteriore II bambino 
pesaia sei libbre ed era vivente nia era 
cianotico e a\eva maltorniaziom plas 
tube della testa Mon dopo diciassette 
ore La iiiadie fcce una guarigione 
cccellciite Di 17 cast di gravidanza 
tuori I’utero, osservati da I’autore, 6 
turoiio litopediones e quattro turono 
ossei \ ati a I’autopsia Nei 7 cast restanti, 
in soltanto 2 casi la diagnosi corretta fu 
tatta prima I’operazione, quattro iiiadri 
mot 110110 e tre bambini vissero 
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(Continued from page 2S0) 
selected the newest and most standardized surgi¬ 
cal methods of plastic repair. Included in this 
single volume are translations and excerpts from 
the works of English writers. Special surgery 
of the neck, trunk .and extremities arc omitted. 
The most elementary details are described, such 
as the incision, proper e.xcision of tissue, rear¬ 
rangement for suturing, types of sutures and 
suture material, wound dressings, tissue trans¬ 
plants and grafts. More than 400 pages are de¬ 
voted to the pre- and postoperative care of the 
patient, fluid, acid and salt balance, anesthesia 
and shock. The greatest emphasis is placed on 
the surgery of the nose. The 22 chapters deal 
with operations in general, tissue transplanta¬ 
tion, wounds, burns, the cranium, the eyelid, the 
auricle, the maxillofacial region, the lip, cleft- 
lip and cleft-palate, the mandible, the salivary 
glands, surgical affections of the skin and plaster 
encasements and prostheses. The impression of 
too much redundanc}* is perhaps gained. The 
voluminous bibliographies should prove of special 
interest to the research worker. 

A. 


Cardiovasculnr-Renal Disease. By Laurence 
W. Smith, M.D., Edward Weiss, M.D., 
Walter I. Lillie, M.D., Frank W. Konzei- 
mann, M.D., and Edwin S. Gault, M.D. Pp. 
227. New York: D. .•kppIeton-Century Co., 
1940. 


T his work is a fine correlation of the clin¬ 
ical, pathologic, ophthalmologic and lahor.i- 
tory findings in cardiovascular-renal disease. 
It is based on material awarded the Frank Bill- 
in'^s -^old medal at the scientific exhibit of the an¬ 
nual meeting of the American Medical Associa¬ 
tion San Francisco, June, 193S. The importance 
of fundus studies in this disease is stressed. Two 
plates in color, black and white illustratio-is, 
charts and tables in outline form present the im¬ 
portant findings. The bibliography is adequate. 

Herbert A. S.tcKs 


The Principles and Practice of Ophthalmic 
Sm-ery Bv Edmund B. Spaeth. M.D., 
\<sociatc Professor of Ophthalmology in 
ih'e Graduate School of Medicine, University 
of Pennsvlvania, Philadelphia. Cloth. Price, 
•ein Pn*S3'' with 1,035 illustrations. Phil- 
adeiphi.?: Le; & Febiger. 1939. 


T his textbook of over SOO pages is a most 
welcome addition to the already existing 
li'cramre on ophthalmic surgery. The 
amhor'noi only describes the methods he him¬ 


self prefers as a surgeon but also the procedures 
of many other surgeons which serve the same 
purpose. Advantages and drawbacks of each 
method are carefully explained. Moreover, many 
valuable technics of examination (e.g., Walker’s 
method of localization of retinal tears in retinal 
detachment, gonioscopy, Barkan's method) and 
operations are quoted verbatim from the original 
publication. This is of utmost value because it 
saves the reader from searching the literature. 

The materia! presented is so e.xtensive that 
details cannot be discussed here. Most of the 
illustrations are elucidating, especially those de¬ 
scribing individual maneuvers during certain in¬ 
traocular operations. The size of some of the 
photographs is rather small and the photographic 
detail might stand a little improvement here and 
there. 

Max Herzog 


Synopsis of Regional Anatomy. By T. B. 
Johnston. M.D., Professor of Anatomy, Uni¬ 
versity of London, Guy’s Hospital Medical 
School. Fourth edition. Price, $4.50. Pp. 
462, with 17 illustrations. Philadelphia; Lea 
& Febiger, 1939. 

T his is one of the most excellent books on 
the subject. It is by far more than a "synop¬ 
sis.” It discusses many details that are not 
found even in some of our standard anatomies. 
This reviewer feels that so valuable a book that 
has so much ‘‘meat" warrants explanatory dia¬ 
grams or a few drawings. On page 3 the terms 
“clavipectoral fascia” and “costocoracoid mem¬ 
brane” are used synonomously. Did the author 
mean to give this impression? On page 14 the 
supraspinatus muscle is discussed. We believe that 
this .all important structure could have been 
stressed with an additional practical example of 
function. On page 53 the boundaries of the 
femoral ring are given, the posterior boundary 
being considered the pubic bone when in reality 
this bone is covered by the pectineus muscle in 
this area. Might not the mention of this muscle 
let the surgeon know that soft tissue will be met 
before reaching the pubic bone? Throughout the 
book italicized words and phrases are used to em¬ 
phasize important points. This reviewer believes 
this is an excellent idea. On page 179 the state¬ 
ment is made that internal hemorrhoids are a 
result of varicosities of the superior, middle and 
inferior rectal veins. We wonder if the author 
meant to imply that all three sets of these veins 
aid in the formation of internal hemorrhoids. A 
very cleverly outlined glossary is found in the 
front of the book giving both E.N.A. and revised 
(Please hint to page 286) 
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of Military Docununt n 1 i Ikct* 19'?2andlQU 
member of the Perm in. tif (. n(ntrii<;^inn for fftr 
Military Medical L<inprrc':s<.'> 1933 and 193-* 
Besides this, he has iv pt<.<.idcn! of flic Mtvit ir 
Delegation, met with \ inous congresses on div 
armament, protection i>t irli«tic and scientiSt in 
stitutions and historic nmnunicnts, on nninuipil 
go\ernments and cities the nnlk infl»str> inter 
national agreement ind the signing of friend 
ship treaties, etc assuming on various occasions 
the character of plenipotentiar) lie was rep 
resentative of the Mcsican Government to tlic 
League of Nations 1933 1935 
He has held various honorar> commissions in 
the League of Nations He was president of the 
73rd, 74th and 75th periods of the Court, vice 
president of the 14th Assembly, 1933, president 
and vice president of various commissions, sub- 
commissions and conferences, 1933 to 1935, and 
president of the extraordinary assembly on the 
question of Chaco, 1934 

He was a member of the Board of Health of 
Pekin (1923), honorary professor of the School 
of Medicine of Varsovia (1933), private coun 
sel/or of the Sovereign of Monaco regarding a 
Congress on the Humanization of War (1934), 
president and nee president of various interna¬ 
tional meetings and conferences in various coun 
tries, and patron of the Smithsonian Institute, 
W.asliington 

His diplomatic service includes appointmeiUs 
as cn\o> cxtraordinar) and plenipotentiary to 
China (1922-1924), Belgium (1927-1930), Hol¬ 
land (1930-1932) Sweden (appointed in 1932), 
Trance (1933-1935) and Austria (1934-1935), 
ambissador c\traordinar> and plenipotentiary to 
the League of Nations (1934) and at present, 
since Pebruary 3935, to the United States of 
\mcnca 

l/rdfcii/ S(jcic/ics In -Mexico he is a member 
ot the Alcxican Medical Association, National 
Athenaeum of Sciences and Arts (honorary) 
Mexican Society of Geography and Statistics 
(active) \vadcmy of Surgery, Academy of Mcdi 
viiK Academy of Sciences 

He IS I mcmlnr ot tin. following foreign so¬ 
cieties Inuriiational Society of Surgery, Belgian 
Society of Urology, American College of 
Surgeons (fclfow) Association of &()litary 
Surgeons of the United States (honorary), Inter¬ 
national College of Surgeons (honorary), Acael- 
emy of Medicine of Lima Academy of Sciences 
am) \rls of Cadiz, and others 
Dnijiafioiis He has Iiccn deeor-ited with the 
Pjrit Chss -Medal of -Military -Merit of Mcxito, 
Gr.iiul Crosses of National Orders of Belgium, 
Bolivia Colombia, Cuba, Chile, Chini, Ecuador, 
Ham, Holland, Panama, Peru, Portugal, Santo 
Domingo, Grand Official insignia of the Legion 


1' n 1 I I 111 in i of the Spanish Republic, 
1 M I'll ni Ke/gmin (the only foreigner 
'* •'t - n b\ special royal decree), and 

•It riM M ot national and foreign organ- 

I/1t s 

/I 11 ' He has had published scientific 
le Hill iithcr works in various Mexican and 

I ni^n penxficals m addition to reports of na- 
' ml and mci national congresses, and books and 

,ntnphlets theses and conferences, as well as 

I I rary and historical articles, verses and poems 
too numerous to list here 


GONZALO CASTANEDA, M,D., F.I C S 

PRESIDEX'T AND NATIONAL REGENT 
or THF MEXICAN CHAPTER 



Dr. Gonzalo Castaneda w.is graduated m 
1898 from the Medic il I'aculty of Mexico Pol 
lowing this he did postgraduate work in Europe 
present he is physiei.in to tlie* Monte and 
Paeluie I Royal Mining Coinpiny, professor and 
director of tlic Science Insiitute* of the State of 
Hiddgo, anti deputy to the congress of the ‘>atnc 
st lie 




COLONEL FIELDING H. GARRISON 
( 1870 - 1935 ) 

ON THE OCCASION OF THE FIFTH ANNIVERSARY OF HIS DEATH 

SOLOMON R. KAGAN, M.D. 

BOSTON 


D r. Fielding H. Garrison, a pupil of the 
great Dr. John S. Billings, was an out¬ 
standing figure in medical history and 
bibliography. 

He was born in Washington, D. C., on Novem¬ 
ber 5, 1870. His ancestors were French Hugue¬ 
nots. His great, great grandfather, John Gar¬ 
rison, was born in Virginia in 1740. The musket 
which he used during the Revolutionary War 
was preserved for years. Colonel Garrison s 
great grandfather, Samuel Hudson, was born 
in Maryland in 1760. He was a scholar, a bon 
vivant and a lover of adventure. Garrison’s 
father, John Rowzee Garrison II (1835-1905). 
was a most just man who for a number of years 
filled the position of Deputy First Comptroller 
in Washington, D. C., and later that of Auditor 
to Porto rIco. From his father Fielding inherited 
certain Scotch traits and from his mother a 
French temperament. He was most fortunate in 
having parents who, recognizing his ability, did 
their utmost to aid in its development. A deep 
affection existed between Fielding and his mother 
and he found unending delight in her vivacity 
and wit. His father, however, of whom he was 
very proud, had the greater influence on his life, 
especially during his boyhood. Fielding told 
his cousin, Mrs. E. J. Price, that the example set 
bv his father had been a constant incentive to 
him. The traits that made for Fielding’s great¬ 
ness, his intellect, industry and tenacity of pur¬ 
pose, were inherited from his father. His talent 
for writing was a heritage from his Garrison 
ancestors. His father had it to a marked degree, 
although his busy life in other pursuits prevented 
its development. 

Garrison as a boy was slender, sandy-haired 
and blue-eyed and enjoyed excellent health. He 
was a lover of the forests, through which he 
tramped in endless search for chestnuts and chin¬ 


quapins, and of all animals, both domestic and 
woodland. Despite his outward reticence and 
shyness and his precocious cleverness, he was 
possessed of a gamin-like sense of humor and 
was at times mischievous, as shown by an inci¬ 
dent related by his cousin, Mrs. Price, concern¬ 
ing one of his customary summer visits to the 
Garrison farm in Virginia. Mrs. Price had an 
enormous, snow white pet cat named Rip, which 
was the pride of her life. Young Garrison con¬ 
spired with one of her sisters and conceived the 
idea that Rip’s beauty would be greatly enhanced 
were his whiteness changed to blue. In a very 
short time Rip emerged, covered from his head 
to the tip of his tail with great splotches of blue. 

Garrison showed during childhood that he 
possessed courage, as well as a sense of humor. 
Another incident of his childhood illustrates his 
courage and also another quality. He noticed 
once in Glover Hill a large moccasin snake be¬ 
hind one of his cousins. Seizing a poker, which 
stood beside the fireplace, he waged battle with 
the venomous reptile until he killed it. The 
child, evincing the modesty which characterized 
him throughout his entire life, fled into hiding 
when the assembled family proclaimed him a 
hero. 

According to the recollections of his cousins, 
Mrs. Price and Mrs. M. S. Burdette, Garrison 
was not over ten years of age when he began 
to study music. His first instructors were Pro¬ 
fessor Orstensen and Professor Waldecker, both 
of Washington, the latter a teacher of some 
renown. As a youth Garrison was particularly 
fond of the waltzes of Johann Strauss, but later 
he became an enthusiastic admirer of Beethoven’s 
compositions, an admiration which remained 
unshaken until his death. However, he once 
remarked that the “gloriously harmonious dis¬ 
cords’’ of Wagner stirred him to his very depths. 
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essiomlists Mexico l>n Conmissioned cspc 
cnlly by the Ac-tdciin cf 'm.icii cs before \ari 
^^^dcmics "ind scumifii. b netics in Europe 
1935 1936 Dclcg-atc nt ih (.i \crimictu of the 
Stale of Campeche Sn. i l National Assembly 
of Surgeons, Mexico 19 56 and third National 
assembly of Surgeons Mexico 1939 Delegate 
of the National Athenaeum ot ‘sciences and \rts 
Hrst National Congresb of Hjgicnc and Mcdi 
cine of Industry Mexico 1937 Representative 
and Delegate of tlic International College of 
Surgeons, Mexican Chapter International 
Assembly of Surgeons New York 1939 
Coinmtssioiis in Foreign Countries Represtnta 
tuc and delegate to the Fourth International 
Congress of Hospitals Rome 1933 Eleventh In 
lernational Child Conference Brussels 193'‘ 
Seventh International Conference of Accidents 
and Diseases of Industr> Brussels 1935 First 
International Congress of Gastroenterologv 
Brussels 1935 Eighth International Congress of 
Vccidcnts and Diseases of Industry Frankfort 
on the Mam 1938 Commissioned to study public 
issistancc m Europe 1935 1936 


Congress M r 
the Pr s If 
amcr car M I 
titudc tr I 

M Cii 

bir I r 
Nat nal \ 

1934 M 
r at 1C 
of I 1 r f 
orar n r f 
(ici \a 1957 


I latinn from 
\ cnezuela Pan 
r-icas 1933 Gra 
r f from the people 

1 Finlaj 1933 
I rci Crespo First 
* ns Garci Crespo 

I r I rh Permanent Inter 

f r 111 Study oi Accidents 
ikt t the Mam 1938 Hon 
f rnational College of Surgeons 


/ Viios scientific works books 
panij 1 1 t afioinl md international congresses 
special aid encyclopedic reviews national and 
fore ,.11 irticl s chronicles and discourses on 
SCI nt fic historical literary and artistic themes 


DR MIGUEL L6PEZ ESNAURRIZAR 
FICS 

trevsurer^wd^natiojal^^recet of 


Houoiai\ OjUiccs and Coinmisii )nf Secrciarj 
of the Academ) of Surger> 1933 1936 Interna 
ttonal Societ> of Gastrocntcrolog> voting mem 
her of the Mexican National Committee of the 
First Congress Brussels 193a vice president of 
Mexican Nation il Committee of the Second Con 
gross Pans 1937 and of the Third Congress 
London 1940 Permanent rmcnntional Com 
mittec for tlie Stud} of Accidents of Induslr> 
vice president of the Mexican National Com 
mittee of the Seventh Congress Brussels 1933 
Mexican member of the Permanent International 
ComniUtce Frankfort on the Mam 1938 Inter 
national Society of Surgerj Mexican delegate 
to the International Committee (original orgam 
/ation of the Mexican Nation il Committee) 
Cairo 1935 International College of Surgeons 
National Regent for Mexico Geneva 1936 Gen 
eral Secretar> for Mexico of the Executive Conn 
cil of the College Philadelphia 1938 co editor of 
the Journal Chicago 1938 

Aational Societies Mc-xie iii Medical \ssocn 
t on Societj of Physicians of the General 
Hospital \ucitan Medical Society National 
Athenaeum of Sciences and Arts (active) 
Mexican Society of Geography and Statistics 
(active) Academy of Surgery Academy of 
Sciences . i 

Forugn Socutus Intern itional Society of 
Gastroenterology founder International Society 
of Surgeons titular Intern itional College of 
Surgeons honorary 

Honorary Distinclions First prize tor honoring 
the memory of Manuel Acuna Seventh National 
Medical Congress {Rcoista Medtcina) Saltillo 
1922 Diploma of Honor, Tenth National Medical 



Born in Mexico Citv M ireh 23 1900 Grad 
uated in medicine irom the Faculty of Medicine 
of the Unuersitv of Mexico Thesis Tcchnic 
of Intestinal Sutures commented on in the for 
eign press by Prof Jean Louis I aure m La 
Ptesse Mulicalc Pans 




FOREIGN LETTERS 


ENGLAND 

The Editor 

J. International College of Surgeons 
Chicago, U.S.A. 

Dear Sir; 

Can any of your readers cite cases, from their 
own personal knowledge, in which fright during 
pregnancy has been associated with malformation 
in the child born subsequently? If so, what were 
the approximate date of conception and the actual 
date of birth? 

(Signed) Edward Lawrence, F.R.A.I. 

(Note; Answers to this letter will be forwarded 
at once to the inquirer.) 

BELGIUM 

tFrom Our Regular Correspondent) 
lilay 10, 1940 

Treatment of Pseudoarthrosis 

Dr. Verbrugge presented before the Societe 
Beige de Chirurgie a paper on the treatment of 
fractures in which, after the normal period for 
consolidation or several months have elapsed, 
no trace of callus at the site of the fracture is 
found upon operative examination, or in which 
there is clinically a total absence of consolidation, 
despite the seeming presence of consolidation as 
shown by roentgenologic examination, or a gen¬ 
uine ‘‘pseudoarthrosis. ^ or, finally, a considerable 
loss of osseous substance. 

The author is of the opinion that: 

1. All cases of pseudarthrosis are curable; 
their treatment requires jiatience, good technic 
and perseverance. 

2. The principles of treatment are the same 
as^osteosynthesis for fresh fractures, likewise 
for grafts. 

3. Cases of pseudarthrosis are always, so to 
speak, a result of faulty orthopedic or surgical 
treatment. They are not due to a mysterious 


factor, but rather to the fact that the osseous 
extremities arc not mathematically in juxtapo¬ 
sition. 

4. The osseous graft is doubtlessly a valuable 
aid in many cases of pseudarthrosis in which 
the bones are demineralized, but metallic 
osteosynthesis is the method of choice. 

A very interesting discussion points out the 
importance of immobilization which alone can 
assure recovery, w’hether an autograft or os 
purum is used in the operative intervention. 

Treatment of Essential Coxa Vara 
of Adolscents 

Dr. Van Nes presented to the Societe Beige 
d'Orthopedie an interesting communication on 
co.xa vara of adolescents. 

Under this name, or under the term of epi- 
physeolysis of the hip, is included an affection 
which manifests itself between the ages of 12 and 
16 3 'ears, occurs in both girls and boys and is 
characterized by a displacement of the superior 
femoral epiphysis downward and backward in re¬ 
lation to the neck of the femur. 

The author stated that the results of treatment 
of epiph 3 '’seolysis of the hip are better in propor¬ 
tion to the earliness with which treatment is be¬ 
gun; the attention of the medical practitioner 
should therefore be drawn to this affection. 
Forced redressement, formerly applied and still 
recommended at times by certain authors, is to be 
rejected in cases of progressive epiphyseolysis 
because of the damage produced at the articula¬ 
tion of the hip. Forced redressement is indicated 
onlj- in cases of acute epiphyseolysis which are 
equivalent to fracture of the neck of the femur. 
In the former cases, redressement must not be 
followed bj- immobilization in a plaster cast, but 
by osteosynthesis with a Smith-Petersen nail. In 
early cases of epiphyseolysis, treatment with the 
Smith-Petersen nail prevents a new displacement 
of the epiphysis and permits patients to resume 
their occupations after a short time. In advanced 
cases good results are obtained by palliative oper¬ 
ations (sub- or pertrochanteric osteotomies). 
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DR. DARIO FERNANDEZ FIERRO, 
F.A.C.S , F I C S , F I C A 

Born m Pucbli City December 17, 1883 (jra<l 
u.itcd m medicine from the I unity of Mccli 
cine of the University of MeMco 1910 

Specichcalion Cour^if G\nccnlopry and a!) 
dominal surgery (Poz7i Jayle and Paiire), sur 
gieal therapeutics (Hartmann and Ockeiizy) 
otorhinolaryngology (Castex), surgery of the 
ner\ous system (Sicard and Babinski) in the 
Faculty of Medicine of the University of Paris 
1910-1911, surgery of the neck, in the Kochcr 
thmc, Berne, 1911-1912 

Professional Acti'iitus Military Health Dc 
partment Ci\il surgeon of the Military Hospital 
of Mexico, 1913-1915 Public Assistance Sur 
geon of the General Hospital, from 1914 to the 
present Unucrsity of Mtxieo, Faculty of Mcdi 
cine prosector of deseriptue anatomy 1913 
1916, professor of descriptive anatomy, 1917- 
1925, professor of thcrapcutie surgery 1926 to 
the present 

Congresses and Coiiiinissions Representative 
and delegate from the Public \ssistance (Gen 
tral Hospital) to the Second National Assembly 
of Surgeons (official chairman), Mexico, 1936 
Delegate of the Mexican Government to the 
Seventh Paiiamericm Medical Congress. Ha 
vana, 1938 

Honomiy Offices Specialty Regent in Gen¬ 
eral Surgery lleMcaii Cliaptor of tlie Inleriia- 
tioiial Collegi. of Surgeons, National Executnc 
Council, Mcmco, 1939 

iViifioiwI Sociches llcsican Medical Associa 
tioii. Society of Physicians of tlie General Hos¬ 
pital, Medical Society of the General Hospital, 
actnc. Academy of Surgery, Academy of Medi- 
Cine 


F nciijn • F It riiitijiitl Society of 
'>ur^tr\ In I i nil ot Aiiestheti'its, 

tell w \iTKi 1 L I ^ ot Surgeons, fcllou , 
Jntrrnalninl r<i| g f Snr^ions, fellow 
/I >!/!«/ 1 I uti wfirk's ineluding original 

iuhnicv puM nI fl 111 \ irmus Mexican and for¬ 
eign review l> side*: rc] orts ol intional and in- 
teniition ! e m^^iesscs trticles and discourses in 
<lifterent foreign me! Mexican periodicals 






THE NEXT INTERNATIONAL ASSEMBLY OF THE INTERNATIONAL 
COLLEGE OF SURGEONS WILL BE HELD IN MEX CITY 


MEXICO, AUGUST 10-14, 1 



BOOK REVIEWS. CONTINUED 


(Contiiuu'd from Page 2S0) 

B.N.A. (Enjilish translation) terminology. This 
does much to aid the confused student. The book- 
should be of distinct value, not only to the stu¬ 
dent, but to the surgeon and general practitioner. 

P. 


The New International Clinics. Edited by 
George Morris Piersol, M.D., Professor of 
iMedicine, Graduate School of i\Iedicine, Uni¬ 
versity of Pennsylvania, Philadelphia. Vol¬ 
umes II, III and IV, New Series T_wo. Price 
$3 per volume for current year; $5 for back- 
years. Philadelphia: J. B. Lippincott Com¬ 
pany, 1939. 

E ach of these volumes consists of original 
articles by well known leaders in the re¬ 
spective fields and is thus a compendium of 
clinics and evaluated reviews of current advances 
in the medical arts, with case histones, diagnos¬ 
tic workups and treatment. Worthy of note are 
the articles on the use of suprarenal concentrate 
bv mouth in the treatment of bronchial asthma, 
urticaria, herpes zoster and dermatitis venenata; 
vaccinotherapy in chronic and focal infections, 
the neurologic and psychiatric aspects of vita¬ 
mins; the trlatment of diabetes during the course 
of infections and surgical complications; the 
treatment of neutropenia by splenectomy, the 
ease of obtaining placental blood for translu- 
sions- allergic reactions to liver e.xtnact injec¬ 
tions and their relief with adrenalin injections; 
intractable pulmonary heniorrliage, massive 
hemorrhage from peptic ulcer; and angina pec¬ 
toris The volumes have the advantage of being 
based on the authors’ experience as well^as on 
the current literature. 

A Mirror for Surgeons. By Sir D’Arcy Power, 
K B.E., F.R.C.S. Consulting Surgeon to St. 
Bartholomew’s Hospital, London Price, 
Pp"230. Boston; Little, Brown & Company, 

1939. 

F or more than half a century Sir D’Arcy 

P^wer has maintained the high standard of 

Selling and pr.actice of surgery ‘n the old- 
tcienin^ e realized the 

cst British »p ‘ • , j of the history of 
value ot a t^^ojough knonled.e^ 

surgery as ^ - Sor^ery in England” from 

morials ot the Cr.att ot P_ South. As 

materials compi ed n ofession he has 

dean ot « ^^^^^raphies of surgeons to the 

contributed Biography.” 

-Dictionarj - , Sir D’.A.rcy made ex- 

For the of twenty-two surgeons, 

cerpts iroin t /tsO/'IdSO) William 

from John Arderne (IM/ to-uj 


.Macewen (1S4S-1924). during which time sur¬ 
gery advanced from an art to an exact science. 

lohn Arderne’s treatment for stone impaction 
in the urethra was as follows; “A stone impacted 
in the urethra causeth the patient to suffer right 
great pain and intolerable sorrow. It may be 
pushed back into the bladder by an instrument 
of silver or latten such as may be made in very 
good town by craftsman that maketh pins for 
women’s heads or at the goldsmith’s. Many a 
one have T so holpen. I have seen young men 
and old in the which the stones have been so 
great that they could neither come out by the eye 
of the yard nor be pushed back but always abideth 
in the middle of the yard. And I cured them eas¬ 
ily and quickly in this manner. First, I took the 
patient and laid him grovelling and then I bound 
the yard on both sides of the stone with linen 
bands, so that the stone might nowhere flee away, 
and with a little incision upon the stone with a 
lancet or with a razor I had out the stone and 
after that I sewed the outer skin over the hole 
with a needle and thread and then I laid on a 
dressing of white of egg mixed with finely ground 
wheaten flour and left it for three days, and 
within fifteen days I had him perfectly cored." 

In Chapter LI is found the important contribu¬ 
tion of Thomas Gale (1507-15S7) in developing 
three types of slender needles. Gale is best known 
for his ‘‘Textbook on Surgery" (1563-1566). 

Space does not permit a discussion of the con¬ 
tributions of the following; Ambrose Pare (1510- 
1590): John Halle (1529-1568), ‘‘a hater of 
quacks”; William Clowes (1544-1603); Peter 
Lowe (1550-1610), the founder of Glasgow Uni- 
versitj-; John Woodall (1570-1643) who, as sur¬ 
geon general of the East India Company, was 
the link by which the great tradition of Eliza¬ 
bethan surgery was transmitted to the surgeons 
of the Commonwealth and the Restoration; and 
Richard Wiseman (1622-1676), who ‘‘occupied a 
definite position in English surgery. He wrote 
for cultivated Surgeons and was among the first 
to illustrate his remarks with accounts of cases 
which had been under his care.” 

Others worthy of mention are William Chesel- 
den (16SS-1752), a versatile surgeon, who first 
adopted suprapubic lithotomy: Percival Pott 
( 1714-1789), a master teacher of surgery; John 
Hunter (1728-1793), the experimental surgeon; 
.■Vbraham Calles (1773-1843); Sir Charles Bell 
(1774-1842), surgeon and artist; John Collins 
Warren (1778-1856) ; Sir Benj'amin Collins Bro- 
die (1783-1862), who was a great gentleman at 
a time when few surgeons were gentlemen; Sir 
James Paget (1819-1899), who first taught the 
profession that pathology is the science of sur¬ 
gery; Joseph, Lord Lister (1827-1912) ; Sir Jona- 
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NEBRASKA GUILD ORGANIZED 


Dr Edwin C Henry, ot Omaha \ms elected 
president of the Nebrasha Study Guild of the In 
ternatioiial College of Surgeons at the organiza 
tion meeting held Maj 13 in the Uniicrsity club 
at Lincoln, Neb Dr R C Olney, of Lincoln 
lias elected sccretar) 

Plans were made for the first scientific meeting 
scheduled for the last week in Maj in Omaha 
with clinics at the Douglas County hospital in the 


forenoon and luncheon at the Oniaha Athletic 
club followed b> round tabic discussion At 
Creighton Uni\ersit> Medical school lectures are 
contemplated on Later Concepts of Anatomj 
and Physiolog> by reprcscntati\cs of the facul 
tics of the Umversit) ot Nebraska and Creighton 
Uni\ersit> Schools of Medicine Dr Henry who 
IS a member of the surgical faculty of Creighton 
Universit) was appointed chairman of the pro 
gram committee 


NEW MEXICO GUILD 


The New Me-vieO Studj Guild held Us see 
ond meeting May 27 at the St Joseph s hospital 
Albuquerque N M Dr W R Lovelace con 
ducted a surgical clime in the morning This was 


followed by a round tabic conference on the 
fioiiUs presented it the clinic The Guild meeting 
was held just preceding the meeting of the New 
Mexico Stale Medical Assoeialiun 


NEW ENGLAND STATES GUILD 


Lieely discussion characterized the four hour 
scientific meeting of the New England States 
Guild of the International College of Surgeons, 
held March 27 at the Hospital of St Raphael 
New Haven Conn A wet’ clinic was held m 
the morning followed by luncheon at the Union 
club At the afternoon meeting, Dr Joseph Lmde, 
p-csident of the Connecticut State Medical Society 


and health ofticcr of New Haven, gave the address 
of welcome Papers were presented bj Drs 
James Gettings, Dennis O’Connor, A J 
Mendillo, William German and Robert Nes- 
bit, ot New Haven, Dr Edward Kirschbaum, 
of \Vaterbur>, Conn , and Dr Andrew Mc- 
Queeny, of Bridgeport Conn 
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JOUR.\^AL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


can be warmly recommended to the progressive 
man in medicine. 

A. T. 


The Art of Anesthesia. By Paluel J. Flagg, 
jM.D. Si.xth edition. Price, ?6. Pp. 491, with 
161 illustrations. Philadelphia; J, B. Lippin- 
cott Company, 1939. 

A S the title indicates, this volume deals with 
the art of anesthesia, principally inhala¬ 
tion anesthesia. Nitrous oxide, ethylene 
and ether are well covered. In the chapter, “Selec¬ 
tion of Anesthetic,’’ nitrous oxide and oxygen, or 
ethylene and oxygen, or nitrous oxide, oxygen 
and ether, or ether alone are the only anesthetics 
considered The importance of resuscitation and 
prevention of asphyxial death are strongly empha¬ 
sized as is also the intratracheal technic. The 
author presents his own technics well and for 
those who use those technics, the book will be 
appreciated. 

Chas. j. Betlach 


■Hie Medical Career. By Harvey Cushing. M.D. 
Price, $2.50. Pp. 303. Boston: Little, Brown 
& Company, 1940. 


T his collection of essays and biographical 
appreciation was selected and edited for 
publication prior to the author’s death on 
October 7, 1939. To appreciate the work to its 
fullest extent it is necessary to consider Profes¬ 
sor Cushing’s early education. He was trained in 
general surgery by Dr. Halsted from 1896 to 
1912, during which time he was in constant touch 
with Welch, Howell and Hurd. He studied under 
Theodore Kocher and Hugo Kronecker (Bern) 
and Charles S. Sherrington (Liverpool) in 1900 
and 1901. 

His first scientific papers were rewarded by his 
election to membership in the .American .Associa¬ 
tion of Pathologj’ and Bacteriology, 1900; Atner- 
ic.an Neurological .Association, 1903; .Amcnc.an 
PhvsioloricarSocietv, 1905; charter membership 
in ‘the .American Society of Clinical Surgery. 
1903; and fellowship in the American Surjjical 


.Association, 1906. 

.Although he created a school of neurological 
surgery, his study of each case was that ot a 
general surgeon. 

In the "Medical Career’’ address given ;it Dart¬ 
mouth College on November 20, 19^. he said in 
„ irf "The rde.als and standards oi the proression 
bavin- been the same these past two thousand 
Years or more, the diiheukies ot living up t» them 
are it mav be .assumed, no greater now th.in tbe> 
ever have been. Medicine, m short, becomes 


constantly more exact and scientific in its pro¬ 
cedures. It is prompt to adopt for its own use 
new knowledge of most varied kinds that comes 
from the chemist, the physicist, and the biologist, 
whose primary motive is the extension of knowl¬ 
edge, and who have little if any interest in the 
application of their discoveries by the medical 
profession. Rontgen could hardly have dreamed 
that his discoverj’ would revolutionize our meth¬ 
ods of diagnosis, the Curies that radium would 
Be an effective agent in combating certain kinds 
of malignant tumors, or Faraday that his alter¬ 
nating current would some day be utilized in 
place of the scalpel to make dissection a rela¬ 
tively bloodless procedure. .Anatomy today has 
become a science which delves into the finest 
microscopic structures of the tissues and their 
development from the ovum through the embryo. 
So, too, the scientific study of function as some¬ 
thing apart from structure engages the atten¬ 
tion of physiologists in many diverging lines of 
work that call for chemical and mathematical 
and biophysical knowledge. Biochemistry of the 
living tissue and secretions of the body in health 
and disease engage other groups of medical scien¬ 
tists." 

It is a legend that the most critical audiences 
a scientist can address are the American Philo¬ 
sophical Society, the History of Science Society 
and the American Interprofessional Institute. 

"The Humanizing of Science" was presented 
as the presidential address before the History 
of Science Society, Washington, December 28, 
1934, an excerpt from which follows; 

“The chief difference between modern science 
and the natural philosophy of the ancients is 
said to lie in our greater inclination to put things 
to the test of experiment and, while medicine 
is constantly broadening its scientific background, 
in a certain sense every drug a doctor admin¬ 
isters and every operation a surgeon performs 
is experimental in that the result can never be 
mathematically calculated, the doctor’s judgment 
and the patient’s response to these prescriptions 
being variables indeterminable by any law of 
averages. 

"The humanizing of Science may mean one of 
two things: (1) a revival of interest in the early 
classics that deal with natural philosophy, and (2) 
such an enlargement of the scientific outlook as 
to include in its scope matters which have to do 
uith human welfare as something apart from cul¬ 
ture and which are in the long run perhaps more 
iinportam.’’ 

"1 he Binding Iiitluenee of a Library on a Sub- 
iliYiding Profession. .Address at the Dedication 
of the \\ elch Medical Library of the Johns Hop¬ 
kins University" was given October 17, 1929, 
from which we read: 
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Although \\hen >oung he enjoyed the theatre, 
Joseph Jefferson being one of his favorite actors, 
in later years he obtained greater pleasure from 
concerts and operas 

Garrison entered the Johns Hopkins Univer 
sity in 1889 and received his degree of bachelor 
of arts in 1890 Three years later he received 
the degree of doctor of medicine from George 
town University School of Medicine In 1891 
he began his service at the Library of the 
Surgeon Generals Office under Dr J S Bill 
mgs where he became assistant and later prin 
cipal assistant librarian Garrison participated 
m the monumental work of the Index Cata 
logue and Index Medicus issued by the Army 
Medical Library From 1913 to 1926 he became 
editor of the Index Medicus From 1927 to 
1929 he was associate editor of the Quarterly 
Cumulative Index Medicus edited by the Amer 
lean Medical Association 

In 1913 he published his monumental book 
History of Medicine which passed through 
four editions His classical biography John 
Shaw Billings was published in 1915 From 
1906 to 1933 he published books monographs 
and original articles dealing mainly with medical 
histor> and biograph> He was mathematician 
and physicist and wrote several scientific articles 
on these subjects He was a frequent contributor 
not onlj to medical journals but to other penodi 
cals such as Auiencan Mercury Sctcncc Ttutes 
and MontJdy Science 

Garrison was a teacher of teachers an inspircr 
a leader in his field and the guide of man> 
authors young and old He served as a store 
house for references for authors teachers lec 
turers and editors His advice was sought by 
such men as Osier Welch and Cushing He 
corrected and made important improvements in 
numerous books on the history of medicine 
published b) well known authors Man> Icr 
turers and authors acknowledged their indebted 
ness to him Significant is the statement of Sir 
Humphr> Rolleston who wrote An extremelj 
sensitive soul he (Garrison) lived and laboured 
m a backwater while honours and promotions 
drifted bj m other directions 

Garrison was a nervous sensitive individual 
as a result of certain unfavorable circumstances 
I ibrarj work and the compiling of bibliographic? 
carried on for a number of years exhausted him 
and interfered to a great extent with his literarj 
and historical work In a letter to Dr Charles 
Singer he wrote that he had worked under 
difficulties and that if he had lived in another 


environment and had had adequate leisure he 
could have done more and better work 

Dr Garrison was appointed a Lieutenant in 
the Medical Reserve Corps In 1917 he was 
commissioned Major and in 1918 Lieutenant 
Colonel From 1920 to 1930 he served in the 
Medical Corps of the regular army While m 
service m the Philhpine Islands he was greatly 
affected physically and mentally, b> the climate 
and suffered there a breakdown which made him 
nervous and eccentric 

After retiring from the Army with the rank 
of Colonel he moved to Baltimore where he 
became librarian of the Welch Medical Library 
at the Johns Hopkins University He declined 
Welch s proposal to become professor of medical 
histor> at the Institute of Medical History but 
he agreed to become resident lecturer Both 
positions he held until his death 
In 1917 the president of Georgetown Univ er 
sit> bestowed upon Garrison the degree of master 
of letters stating He who superadds to the 
exposition of the utility and achievements of the 
graces of literature richly merits to be signally 
recognized by his alma mater and to be decorated 
with the Inghest honors in her gift 
In 1932 Yale University conferred upon him 
the honorary degree of doctor of letters 
On April 26 1910 Garrison married Miss Clara 
Augusta Brown of New York The Garrisons 
had three doughlcrs Mrs Shirlej Heare Miss 
Margaret and Miss Patricia Mrs Garrison died 
111 1939 

Dr Garrison died April 18 1933 at the age of 
64 at the Johns Hopkins Hospital He was 
buried in Arlington N^ational Cemetery where 
his collaborators Dr J S Billings and R 
rielchcr prcviouslv had been buried 
Garrison was a many sided man contradictor> 
trails made it difficult to get a clear picture of his 
personalit> The best key to the understanding 
of his characteristics are his letters for he was 
a brilliant correspondent Ills letters deal mainl> 
with problems of science and art general Iitcra 
Uirc philosophy criticism and medicine with 
special reference to medical history thej arc 
replete vvith references aphorisms quotation'? 
from great American and European authors and 
vords and sentences in Trench German an! 
Latin The letters have a biographical interest 
for the> present a picture of the man—his m 
clmitions aspirations interest m music an 1 lit 
eraturc and his attitude toward life 
(Continued in August issue ■) 
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Stellectomv and An^iUd lectorib 

Doctcur Jean 0' \ ' i !•» I •’1 

stellcctomy m aiiL, i fi. i r t i i ^ t 
Medico-Chirurgiril t i r I 

He first rc\ le\^ >.1 i I i h« 

disease, in all of u tn )i i ])t u 1 1 1 rgmt 

unilateral or biiiiui' sUii i i b snmil 
tancous resectK)ii »t \\o >r thonciL 

ganglions Thi casts were ilt-.i ti 1 U films 
orthodiagrims and tltur )t tr n )v.i m t the pa 
tients, taken bet irt iiid atU' [ ritnn After 
reviewing the dittertnt tin ones iil\ iiiied it the 
present tinit b> pinsioloj,itts an I surgeons car¬ 
diologists and internists Dr (io\ irris staled that 
he believed that rch incc cimld Ik pitted on the 
theory winch holds that tlie bentfiis of stellectuiny, 
especially when it is accoinpanitd bj more or less 
extensive resection of certain intrathoracic 
ganglions are due to the laci that by this opera 
tion the sensory branch, the afferent branch of 
the reflex, is cut off, which causes the coronar> 
angiospasm the originator of cardiac ischemia 
and subbequtntl> of pain at the level of the heart 
Dr Govatrts was of the opinion that the opera 
tion IS to be recommended in all casts in which 
the affection does not yield to the usual medical 
treatment 


Influence of Spinal Anesthesia on the 
Circulation of the Blood 

Professor Hustin explained before the Societe 
Beige de Chirurgie the results of hts investiga¬ 
tions on the effects of spinal anesthesia on the 
circulation of the blood Some points are of 
practical value Disturbances occurring within 
the twenty-minute period following injection of 
the anesthetic fluid are often accompanied by the 
same clinical symptoms and the same circulatory 
disorders which occur constantly, but to a less 
marked degree, as a result of decreased pressure 
of the cerebrospinal fluid during spinal anesthesia 
Thus the disturbance or “storm” would be the 
consequence of an abnormal extension of the 
percaine towards the medulla 

Before and during the injection of the an¬ 
esthetic fluid, there may ensue syncope compar¬ 
able to that described bj Lewis under the name of 


I ovigal It IS also very similar to the depressor 
tltx occasioned by pressure on the carotid 

iinii, 

I lie position of the patient on the operating 
lafiii sometimes has a marked effect on the circu- 
I ihon of the blood The ventral position, espe 
lally if i cushion is interposed between the ah 
domcn and the table causes an acceleration of 
the pulse and a decided fall in blood pressure 
These vascular reactions cease immediatelj upon 
placing the patient on his back 

Prolapse of Sigmoid Colostomies 

Subsequent to a communication of Dr Jonk 
hcere, the Societe Beige de Chirurgie discussed 
111 detail the question of anatomy and of treatment 
of prolapse of the iliac sigmoid following the 
establishment of an artificial anus There are two 
types of evagmatioii The first consists in evagi 
nation of the lower end, which is occasioned by 
active antipcristalsis The Icngtli of the loop ot 
the intestine is the determining etiologic factor 
The second type consists of an cv agination of the 
upper segment Whatever the mechanism by 
which this complication occurs, strangulation of 
the bowel may eventuate and necessitate an 
emergency operation This operation consists of 
first sectioning the external cylinder of the bowel 
at Us base One thus gains entrance to the pen 
toneal cavity which occupies the space between 
the external cylinder and the loop occupying us 
interior The mesosigmoid is located Proper 
hemostasis must be assured Seizing the internal 
c>lmdcr of bowel, one draws outward the entire 
mobilizablc portion of the intra-abdomiinl colon 
A ligature is placed on the colic end, below the 
section, which will cause the respective piece of 
the intestine to become detached Finally, this 
lcmporarjl> obliterated slump is fixed to the ab 
doniiini wall by several interrupted sutures But 
one must constantly bear in mind thu possibilitj 
of this accident and an endeavor sliould be made 
to avoid It This is best done b> meticulous atten 
tion to technical details in the performance of the 
piiniary operation A bridge of skin in the form 
of an inverted “U,” witli the serifs of the ‘U’ 
extended latcrall>, used as a support for the ex¬ 
teriorized loop of bowel emplojed in the opera 
tion IS an admirable aid in this connection 
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surgical operation. Rich in iUustra- 
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than Hutchinson (1828 1^13) 8ir William Mac 
ewen (1848-1924), a pioneer in <;ur£i:cr\ Willnm 
Stewart Halsted (1852 1922) Henr> Jacob 
Bigelow (1818 1890) md Taini.^ Marion 
(I8I3-I883) 

This IS not only a must book for surgeons but 
a "source” book for all students interested m the 
history of mankind W f Cvrson 

Illustrations of Regional Anatomy B> F B 
Jamieson, M D In se\cn sections Second 
edition Price, $15 for complete set $1 50 
to $3 50 for individual sections Pp 305 
Sections I to V, mclusue Edinburgh E 
& S Livingstone, 1937 Sections VI and 
VII Baltimore Williams & Wilkins Co, 
1939 

I T IS impossible to criticize these perfect draw¬ 
ings of Jamieson It is a pity however, that 
a text docs not accompany them Another 
man's description maj not wholly agree with the 
drawings as presented For example, Jamieson 
evidently disagrees with the statement that the 
pretracheal layer of fascia is an offshoot of the 
cnshcathing layer Plate 49 under "Head and 
Neck” shows no communication between the two 
We should like to know his a ersion in words as 
well as pictures Hence if lectures accompanied 
these drawings, an anatomic Utopia would be 
to have them bound together Many of these 
loose-leaf plates are in seteral colors Their 
small S 17 C (6-1/2 x 8-1/4 inches) enhances their 
value for use in the laboratory and lecture room 


Principles of Human Anatomy, with Synop¬ 
ses and Bibliography. By Charles F De- 
Gans, M D , A M, Ph D, Professor of Ana¬ 
tomy, Unn ersity of Oklahoma School of 
Medicine, Oklahoma City, Ernst Lachmann, 
M D , Assistant Professor of Anatomy, Uni- 
\ersity of Oklahoma School of Medicine, and 
Ralph E Case, B S , A M , Instructor m Ana¬ 
tomy, University of Oklahoma School of 
Medicine Price, $2 50 Pp 239 Philadelphia 
Lea & Febigcr, 1939 

T he book IS deleted to various plans of pre¬ 
senting gross anatomy as a course of in¬ 
struction Plan I is one m which four stu¬ 
dents are assigned to a cadaier during one semes¬ 
ter's work According to Plan II, two cadavers 
are assigned to four students during two semes¬ 
ters’ work Plan III provides that one cadaver be 
assigned to four students during two semesters 
T hese plans are discussed pro and con 

The title, Prxnctplcs of Huxnan Axialomy, is 
somewhat misleading This reviewer lielieies that 
the book IS more of a guide to dissection rather 
than a discussion of anatomic 'principles" Texts 


whith ask questions and fail to answer them in 
the following sentence work hardships on the 
rcailer This reviewer believes that if authors 
wish to stress a clinical point, thej might well 
make a simple statement On page 37 the hypo¬ 
thetical case of an incarcerated direct inguinal 
hernia is discussed One wonders why such a 
rare entity is chosen rather than the citation of 
a classical example, such as that of incarcerated 
indirect inguinal liernia On page 48 the student 
IS referred to various text figures for the dispo 
siiion of the lajers of the cervical fascia Differ 
ent texts differ on tins point 
References to various articles in the journals 
are to be highly commended, especially since these 
references arc further incorporated in the para¬ 
graphs of the subjects discussed The general 
text shows careful planning of dissections and is 
well done The bibliography is cle\ crl> arranged 
under the heading of the various svstems as well 
as general references, nomenclature, history, an 
atomy and x-ray anatomj P 


Surgical Applied Anatomy. By Sir Frederick 
Treves, Bari Revised by Lambert Rogers, 
MSc, PROS, FACS Tenth edition 
Price, $4 so Pp 748, with 192 illustrations, 
66 m color Philadelphia Lea & Febigcr, 
1939 

T his is the tenth edition of a work which 
originally was published in 1883 and was 
revised from the ninth edition which was 
prepared b> the late Professor C C Choyce Ex¬ 
tensive revisions have kept the book abreast of 
the times Included, for instance, arc bronchos 
copy and the use of Iipiodol in visualizing the 
tracheobronchial tree 

Certain omissions, however, are to be noted 
On page 210 Figure 59 shows the arrangement 
of the cervical fascia It is well depicted but it 
might meet with disagreement in that it shows 
the prethvroid muscles as having no fascia of 
tlieir Own In the diagram they he between the 
cnsheathuig and pretracheal la>ers Figure 63, 
page 227, depicts the thyroid gland as having no 
fascial pedicle This reviewer beheves this struc 
tnre to be surgically important On page 270 the 
dclto pectoral groove is discussed and only four 
lines arc devoted to it Since this is one of the 
most important surgical landmarks, and since an 
attempt should alwajs be made to isolate and 
preserve the cephalic vein, more stress might 
well hive been placed upon this structure 

On page 290, line 11, the phrase ‘behind the 
tlivielc" is Used Thib evident!) is ai or, 
stnec only divisions of the brachi tl 
behind the clavicle No doubt ' bcl' 
tor ilis minor ’ w as meant The n 
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Editorials 


- Cancer Philosophy 


P UBLICITY and educacional compe¬ 
tent counsel Iiave done more to arrest 
the ravages of cancer than any other 
concept or judgment as yet in vogue. 

Publicity, learned publicity, has given 
light to the laity to see the early signs and 
symptoms of this, the most dreaded of dis¬ 
eases. Early advice and reasonably radical 
surserv alone have reduced the vast mor- 
tality to its present level, lower than in any 
age or period in the long history of human 
diseases. 

Early diagnosis, made possible by the in¬ 
telligent guidance of public knowledge, 
technical advancement in the radical but 
cautious extirpation of focal malignancy 
and anatomical exploration of the routes 
of metastasis have eradicated the causal 
nidus as far as the naked eye can demon¬ 
strate. 

Pre- and post-operative radiation, as ad¬ 
junct measures of treatment for the destruc¬ 
tion of cancer tissue, proximally as well as 
remotely, have been resorted to in quest of 
comprehensive annihilation of neoplastic 
tjrowth, \\’ith a tangible measure of statis¬ 
tical encouragement. Researches regarding 
biochemical and metabolic balances as basic 
genesis in cancer eriologv, blood stream 
qualitari\ c piienomcna, as diagnostic indica¬ 
tions in curly focal cancer changes, do nor, 
as’ yet. otFer a method of choice in the treat¬ 
ment of cancer. 

-Millions of dollars in <jifts and end<nv- 
ments for research, for a possible etiology 


as a short cut to new methods of treatment 
to vanquish this dreaded pathological entity 
have so far made helpful contributions 
allied to surgery which, when timely and 
radically employed, have arrested and per¬ 
haps cured the process of cancer. 

Forty odd years ago the removal of can¬ 
cer by the then current surgical procedure 
had prognostic limitations of about i8 
months, during which time if no evidence 
of local or distant recurrence was observed, 
a hope was entertained that a cure might 
have been reached. 

Then there developed the plan of clinical 
experience in the surgical management of 
cancer whereby “follow-up,” over a period 
of year-s, eitlicr confirmed the attainment of 
a so-called cure (in a small percentage of 
cases) or because of recurrence (in the vast 
iiiajority) renewed the uncertainty of prog¬ 
nostication regarding surgery in cancer, 

A wealth of knowledge coming to us 
from experimental research and adjunct 
methods of treatment plus surgery, such as 
-X-ray, radium and radon, occupy a rela¬ 
tively worthy place in the annals of clinical 
measures in an effort to achieve a cure. 

While e.xperimental findings in cancer 
causation and development on animals have 
no practical value so far in solving the prob¬ 
lem of origin or etiology, yet all avenues of 
cancer investigation have increased our 
knowledge of the phenomena of malignant 
growth and its inherent toxicity and hemol¬ 
ysin, without making it clear that this neo- 
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It contains detailed, step-by- 

step descriptions of all standard accepted 
operations and because 2174 illustrations 
graphically portray operative technics 
and enable the reader to follow each pro¬ 
cedure closely. 


from these maga- 
. . the great wealth 
of beautiful illustrations, most of which 
ate by Mr. W. C. Shepard .”—British 
Journal of Surgery. 

“Dr. Thorek has been more than a com¬ 
piler. He has taken almost every accepted 
operation in modern surgery, has broken 
it dorvn into steps, has described each 
step in turn svith EXTRAORDINARY 
CLARITY AND PRECISION ... the 
work is a model of condensation." — 
Southern Surgeon. 

“to busy practitioners and general 
surgeons these volumes should be of great 
service .”—Journal of the A. M. A. 
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main srriccly individualized in conformity 
with location and extent of the lesion, all 
accepted incisions, modifications and ex¬ 
tensions possessing more or less merit. 

A reasonably comprehensive radical mas¬ 
tectomy with minimum trauma and loss of 
blood, wliile the disease may yet be limited 
to the breast, offers today the better future 
outlook. 

Prophylaxis, obscure as it may appear for 
discu.ssion, cannot ignore glandular dys¬ 
function, pelvic pathology, lactation and 
many other clinical observations as possible 
etiologic factors, as pointed out by Trout 
in considering preventive therapeutics for 
malignant disease. 

A more important role for the future 
probably awaits the radiologist, since con¬ 
stant progress is being made b)'' high \’oltage 
and improved technic, as y’ell as by the use 
of irradiation, pre-operatively and post- 
operatively, which may help to extend its 
v.ncral use. 

It is because of its location and anatomi¬ 
cal arrangement that cancer of the breast 
in its early stage is accessible and amenable 
to surgical cure, more so perhaps than in 
any other organ, provided extension to the 
axilla, subpcctoral or anterior mediastinal 
region has nor developed. Roentgenology 
of the chest for mediastinal and lung field 
involvement should be practiced pre-opera¬ 
tively, especially when the history of the 
case reveals long duration. 

AVorthle.ss as research for the casual iden¬ 
tity has so far been proved, it is factually 
admitted that focal manifestation of neo¬ 
plastic growth, wdten early recognized and 
radically extirpated, obviously decreases 
cancer mortality. Our knowledge of the 
relative increase in cancer incidence with 


advancing civilization, as well as the rarity 
of the disease in simpler life, as among the 
tribesmen and nomads, leads to measures of 
prophylactic control of cancer; and if the 
conquest of this destructive malady is not as 
yet in our grasp, our means of prevention 
will doubtless block the spreading force in 
coming years. Prevention and cure, con¬ 
verging to a common point, hold promise 
that the long-awaited defeat of cancer may 
yet be reached. 

By positives and negatives we are daily 
measuring useful and dependable informa¬ 
tion and making deductions in cancer be- 
havior. Heredity and cancer age, hereto¬ 
fore so potently evaluated clinically, are 
being given a different appraisal in the light 
of groAving experience, and results in sur¬ 
gery are directly dependent upon the skill 
and experience of the operating surgeon. 

The surgery of cancer is major and intri¬ 
cate. no longer amputate a mammary 
gland, we extirpate it, and the technician 
boldly follows up anatomical routes of dis¬ 
semination and understands the vulnerable 
structures for spread of metastasis and at¬ 
tacks all possible nests of int^olvemenr with 
minimum trauma and lo.ss of blood. 

No ambitious surgeon should attempt 
radical cancer surgery without mature and 
seasoned experience. It is no beginner’s job. 
Mastery of detail alone assures safe surgery 
and .safeguards against bungling and incom¬ 
plete removal and, what is even more in- 
e.xcusable, such technical incompetency of¬ 
ten spreads the neoplastic proce.ss by cut¬ 
ting into diseased tissue and opening up 
avenues of cellular escape and dissemination. 

DESIDERIO RO.M.AN, A..M., AI.D., D.SC., 

■ " F.A.C.S., F.I.C.S. (gEXEVA) 
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of rhe Franciscan religious order, Mdiich was 
prepared to serve him. The hospital at that 
time accommodated only thirteen patients 
and five nurses! But endowed with imper¬ 
ishable enthusiasm, the young Mayos under¬ 
took the arduous tasks of overcoming any 
and all hardships. The little hospital was 
closed some time afterwards. Soon the 
Mayos reopened it, staffed by the same 
corps of nurses; patients came in increasing 
numbers. Opposition of natives and col¬ 
leagues continued in proportion to the aug¬ 
mented patronage. 

Flowever, as time passed, obstructive ef¬ 
forts gave way to appreciation and a full 
measure of recognition. The modest St. 
Mary’s Flospital at Rochester, almost un¬ 
heard of until the end of the last century, 
bv succc.ssive additions and the creation of 
new centers for diagnosis and treatment, 
was .slowly transformed into one of the de¬ 
pendencies of die great Mayo Clinic. The 
creative genius of the brothers, \\'ill and 
Charles, thus conquered rhe prejudices of 
tho.se w'hoin Aeschylus branded as having 
heard “half only”; for soon rhe pursuit of 
true values brought well-earned laurels. 

The greatest merit of these pioneers in 
surgery consists in their having appreciated 
the indubitable importance of cooperation 
between the various groups of phy.sicians, 
the general surgeon and the specialist. By 
degrees the professional abilities of rhe vari¬ 
ous specialists were Aveldcd into a smooth 
running analytic unit aiming at thorough 
investigations of all available data which 
culminated in formulating definite diagnoses 
and the institution of proper therapeutic 
measures. The mi.ssion of thought and ex¬ 
perience, the Mavos pointed out, is better 
service to the patient; modern medicine 
does not necessitate a change in tlic rela- 
tion.s bctMcen physician and patient, but, 
on the contrary, organization of physicians 
and svbtcmaric ettorr instead of single en¬ 
deavor u the better w.jv. 


We pride ourselves on the fact that in 
our country organizations are perfecting 
themselves along the path blazed by these 
pathfinders; the teaching clinics of our hos¬ 
pitals, in particular, realize the advantage of 
unity in thought and action among the e.x- 
perienced and act as guide posts to those 
younger in medical endeavor. General sur¬ 
geons and specialists cooperate in diagnosis 
and treatment, engendering greater com¬ 
petency in surgery; the progressive spirit 
minimizes rivalry and destructive discord, 
and a better esprit de corps results. 

Physically, the Alayo brothers are no 
more, but the great institutions which they 
created are built on a firm foundation and 
will remain imperishable. Their biographers 
and collaborators mourn rhe fact that pa¬ 
tients will miss the indefatigable courage 
which they displayed, and their colleagues 
will miss their energizing inspiration. They 
have indelibly inscribed their names on the 
scrolls of surgical advancement. Their 
deeds remain emblazoned in rhe memory 
of those who were privileged to quench 
their thirst at their fountain of knowledge. 

The Mayo brothers were prolific writers. 
Dr. VA’ill has to his credit 650, and Dr. 
Charles 413, contributions to surgical lit¬ 
erature. 

Dr. Will visited Lima, the capital of 
Peru, accompanied by Dr. Franklin Martin; 
they were present at sessions of our Peru¬ 
vian Society of Surgery. Upon both rhe 
title of Honorary Members of the Institu¬ 
tion was conferred, and through their be¬ 
nevolence all tho.se who were then members 
of our organization were made Fellows of 
the American College of Surgeons. On being 
informed of the death of the Mayos we 
were bound with grief and felt the distinct 
loss surgery has suffered. Their memory 
will remain a blessing and a constant re¬ 
minder that sincerity of purpose reflects its 
benefits on giver and recipient alike. 

EDOAUnO HELLO, M.D., E.A.C.S., 
F.LC.S., LLNIA, PEHU 
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should be considered a symptom of com¬ 
pensator}'' hypertrophy, had also been gen- 
eraJjy accepted with reference to osteitis fi¬ 
brosa. As increased calcium metabolism im¬ 
posed a greater strain, the organ AV’as said 
to become subject to hypertrophy in order 
to meet the increased demands upon it. It 
was, therefore, obvious to follow' similar 
trends of thought in connection wdth mor- 
bus Recklinghausen, since here autopsy 
invariably revealed a parathyroid tumor 
(Hoffheinz, Maresch and others). 

In treating patients suffering from this 
disease my first thought w'as to support the 
gland in its w'ork of controlling the calcium 
metabolism by admimstering a potent para- 
th\'roid extract to the organism. .My idea 
w'as that, should this procedure prove a fail¬ 
ure, that fact would indicate (contrary to 
Erdheim’s theory) that the new' grow'th 
found in the parathyroid was to be consid¬ 
ered the primary factor; therefore, that 
nothing but removal of the parathyroid 
tumor would be effective in setting the dis- 
turbed calcium metabolism in order again 
and curing the disease. 

.author’s case report 

A patient of this kind was admitted to 
mv department in October, 1924. To begin 
with, treatment with Collip’s parathormone 
was tried, but w'ith absolutely no result, 
none of the spnptoms improving. 

In Julv, 1915, I decided to implant four 
parathyroid glands, taken from another pa- 
tienr admitted to the hospital in a dying 
condition, into the abdominal wall of this 
patient. Even so, none of the symptoms dis¬ 
appeared; in particular, the calcium content 
of the urine remained unchanged. 

On July 30, I removed a parathyroid 
tumor (measuring 25:15:12 mm.) from the 
left inferior area behind the thyroid gland. 
On microscopic examination this was diag¬ 
nosed as an adenoma. 

As early as a few days after the opera¬ 
tion. the patient's condition began to im¬ 


prove. The calcium content of the urine 
and the calcium level of the blood were 
considerably low'er. The subjective condi¬ 
tion improved at once and no symptoms of 
tetany appeared. As early as four months 
later, roentgenograms show'ed denser lime 
shadows of the bones than before operation. 
The severe pain of the bones previously 
present also subsided. For the first time in 
years the patient w'as able to sit up in bed 
and to w'alk about on crutches. 

I reported upon this case in the 7 .emral- 
blatt fiir Cbirurgie (1926). I am, how'ever, 
going to describe its further development 
here, since in this patient, unfortunately, 
the process ran a protracted course, apart 
from the immediate postoperative improve¬ 
ment, w'hich persisted for six years. Had 
the method not been repeatedly practiced 
in the meantime, and found successful, the 
operative procedure used on this patient 
would not have gained the importance it 
has. As it w'as, the procedure encouraged 
others in pursuing new' operative methods 
along these same lines, although a number 
of unsatisfactory results w'ere also reported. 

To begin with, the patient had to be ad¬ 
mitted to the hospital again in February, 
1926, on account of renal calculi and se¬ 
vere arthrosis of the knee joint. Continuous 
roentgen-ray control, however, revealed 
improvement of the condition of the skele¬ 
tal system. The general condition w'as also 
good and the calcium metabolism normal. 
In view of a certain amount of doubt e.x- 
pressed by a number of authors in the liter¬ 
ature concerning the significance of my 
operative procedure, the patient w'as most 
carefully watched and exact determinations 
of the calcium and phosphorus proportion 
of the blood and urine made. The renal dis¬ 
turbance subsided after conserv'ative treat¬ 
ment and the patient was soon dismissed 
from the hospital. 

At that time a sister of this patient also de¬ 
veloped osteitis fibrosa localisata of the 
tibia, which gave rise to spontaneous frac- 
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plastic process is etiologically s) stemic first, 
and ultimately local, or local first and sec¬ 
ondarily systenuc, as generally accepted 
Since malignant new growth of atypical 
cells invading surrounding tissues and dis¬ 
seminating by detachment of cancer cells 
into lymph channels and blood stream to 
lymph nodes and Mscera (lungs and liter) 
and to bones, with cells in distmt metastasis 
of the histological characten/ation of the 
original focus, wide spread im ision through 
these routes obviously renders the condi¬ 
tion systemic, and to this day w c know of 
no cure or arrest for systemic cancer 
Contrary opinion by surgeons who seek 
to avoid radical mastectomies for carcinoma 
and who arc content with removal of the 
primary focus, without attempting to ex¬ 
plore the axilla on the hypothesis that car¬ 
cinoma is a systemic disease and not a focal 
one and furthermore on the assumpuon that 
the simple removal of the primary focus 
affects favorably distant metastasis, is com¬ 
pelling of attention, interest and study 
While such claim is probably tenable, in 
the light of our present pcrplexiucs in sta¬ 
tistics of clinical expencnce, the problem of 
etiology and the results of treatment, furth¬ 
er proof and evidence must guide us before 
abandoning the dictum of radical attack on 
primary foci and distant involvements 
It has long been realized by surgeons and 
clinicians that certain new growths are more 
malignant than others, dependent upon the 
morphology The degree of nnhgnmcy is 
shown to be related to the nnaplasia or 
tumor cell differentiation, so that well dif¬ 
ferentiated tumors ire of low malignancy 
and the poorly differentiated ones possess 
higher malignancy 

Thus clinical prognosis may be inferred 
from the grade of malignancy show n to be 
low medium or high Cmccr of the uterus 
lip, breast, skin, grided by the relation of 
cellular morphology to the clinical course, 
have been found to conform 

These important factors iddcd to the ex¬ 


tent md duntion of the growth, its loca¬ 
tion, extent, possible existing menstisis and 
age of the patient will determine the kind 
and character of the treatment 

Kunath’s “Analysis of Carcinoma of the 
Breast” coincides with the observation and 
stitistical reports of Lee, Hutchinson and 
Bloodgood In Lee’s opinion tumors of the 
upper medial quadrant carry the best prog¬ 
nosis, but a study of five years’ postopera- 
tue surviv il would seem to reveal that it 
makes no difference what the location of 
the growtli in the breast may be 

More important than the focil lesion in 
the nummary tissue is the location and ex¬ 
tent of the axillary metastasis m prognosis, 
as Hutchinson points out m his review' of 
published statistics that the average per¬ 
centage of five years’ survival was 35 in 
cases in which there was present axillary 
metastasis and 71 3 per cent m cases with 
out axilhry extension, thus the duration of 
life m patients without axillary involvement 
IS tw ice as long as m patients with axillary 
metastasis 

Finer observations m adenopathies in the 
axilla include size, location of the nodules, 
and degree of fixation, with graver prog¬ 
nosis in numerous shot like glands than in 
one large node, the extension to the apical 
nodes carrying the heaviest fatality, while 
skin involvement showed no greit prog¬ 
nostic conclusions 

Brodcr’s classification of the histologic 
picture as shown bv Greenough at the 
Massachusetts General Hospital may be of 
value m prognostic reckoning although 
Trout IS of the opinion that the cliiucal in¬ 
dex is of greater viluc than histological evi¬ 
dence As to the future of cancer manage¬ 
ment on the basis of present malysis of 
clinical evidence, the opcrativ e technic can 
hirdly permit of major improvement, the 
electric kmfe for certun malignant resec¬ 
tions and hemostasis having more appli- 
cabiiitv' nowadays, and as for tiic incision¬ 
al appro ich in any given case, it sliould re- 
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of their kind operated upon in France; the 
first American cases of Richardson, Aub 
and Bauer, Churchill and Coppe; the first 
English case of Gordon-Ta}dor and \\files; 
the very impressive case of Snappcr-Lanz 
and many more (Crotti, Coryn, Albert, 
Braine, Rivoire, Gold and Eisenberg, Clair- 
mont, Cuneo, Barr, Bulger and Dixon, 
Leriche and Jung, Ask-Upmark, Hcll- 
stroem, Morelle, Alessandri, Donati, Vails, 
Wanke, Wichmann, Reischauer, Zuck- 
schwerdt, Hanke, Jacobs, Mondor, Mach 
and Rutishausen, Oliver). 

Recently Churchill and Coppe reported 
30 cases upon which they operated, Sauer- 
bruch’s Clinic 5, Clairmont and Brunner 3. 
Tlie number of cases treated in this way is 
constantly increasing, and I estimate that 
up to the present over 300 patients have 
been operated upon. The mortality rate is 
between 7 and 9 per cent. 

Aleanwhile I have had the opportunitv of 
operating upon 7 more patients, and have 
repeatedly referred to the results of these 
opcraticjus in various publications. 

I shall now give an idea of the present 
status of the procedure, particularly stress¬ 
ing its problematic character as it becomes 
apparent in the clinical field. 

So that no confusion may arise concern¬ 
ing the nomenclature, I want to state in 
advance that, to begin with, I was rather in¬ 
clined to consider the disorder in question 
a “dysfunction” of the parathyroid. To 
make things easier, however, regarding the 
indication for operation, I now prefer to 
speak of “hyperparathyroidism,” since it 
is now almost generally accepted that Reck¬ 
linghausen’s disease is connected with a 
parathyroid hyperfunction. Larer I shall 
refer to the fact that in some exceptional 
cases enlargement of several of die para¬ 
thyroids is found, so that it is impossible 
to assume rhat the h)'perfunction is con¬ 
nected with only one adenoma. 


INDICATIONS AND DIAGNOSIS 

The condition which most clearly calls 
for operative removal of the parathyroid 
adenoma is osteose parathyreoidieniie 
(Lievre); and within this comple.x, Reck¬ 
linghausen’s disease represents the cle;u-est 
type of hyperparathyroidism. It is charac¬ 
terized by all clinical and chemical symp¬ 
toms of parathyroid hyperfunction. Diffuse 
decalcification of the skeletal system is pres¬ 
ent; cyst formation is revealed by roentgen¬ 
ograms; and microscopically so-called 
brown tumors are found. 

The generalization of this process may 
assume various forms and degrees, it may 
run its course either chronically or acutely. 
There are always pain of the bones and 
spontaneous fractures. In roughly 75 per 
cent of the patients renal calculi are also 
present, and in proportion to their extent 
renal insufficiency may develop. There are 
always symptoms of chronic arthrosis. The 
neuromuscular system may also be involved, 
which fact finds its clinical e.xpression in 
asthenia, muscular atony and e.xcessive elec¬ 
tric excitability. Cardiovascular phenomena 
arc constantly present, as are also digestive 
symptoms (Morelle). 

It is, however, the chemical findings that 
decide the condition: hypercalcemia, which 
may often reach an excessive degree (cf. 
Snapper), hypophosphatemia, hypcrcal- 
curia, hyperpliosphaturia. 

AVhen envisamn? the removal of the 
parathyroid, diagnosis must first of all be 
established on a solid basis, particularly by 
roentgenograms, and the presence of hyper¬ 
calcemia should be ascertained with abso¬ 
lute sureness. 

But we shall see that even tlicse diag- . 
nostic means are rather unreliable. As to 
differential diagnosis, first of all, localized 
osseous diseases must be ruled out (osteitis 
fibrosa localisata, enchondroma, sarcoma, 
Ewing’s tumor, tuberculosis). It should be 
pointed out that in osteitis fibrosa localisata. 



Influence of the Mayo Brothers on Modern 
Surgical Progress 


S INCE these two notable surgeons 
have died within only two months 
of each other, it is not amiss to re¬ 
emphasize their great contributions to sur¬ 
gery Their intense professional activities 
evtended over many fruitful years Not 
only were they masters m modern surgery, 
but the period of their active lives covers 
a period of transition and rapid progress in 
surgery 

Yeomans of New York and others have 
pointed out that in the final analysis pro¬ 
gress in surgery redounds to the benefit of 
manlund Perfected operative technics and 
advanced precautions to protect the patient 
from accidents and complications are, after 
all, the goal, and many of these originated 
and were perfected in the great surgical 
center created by the Mayos 
The evolution of surgical progress since 
the introduction of anesthesia and asepsis 
his been rapid and remarkable There de¬ 
veloped simultaneously surgical specialties 
The Mayos contributed much to the im¬ 
petus for such specialization And while 
specialization was encouraged, the swinging 
of the pendulum to overspccialization was 
guarded against and discouraged Correla¬ 
tion and coopcntion of the various special¬ 
ists m evaluating chnical manifestations of 
given clinical entities pointed the way to 
correct diagnosis and therapy These sur¬ 
gical idc ils were constantly stressed to visit 
ing surgeons to rlie clinic They left an in¬ 
delible impression 

The Mayos constantly added to their 
stiff distinguished men m all the specialties 
The nou nobis solum spirit permeircd their 
worthwhile activities throughout their fruit¬ 
ful careers Endeavor and benevolence 
pressed personal gam into the background 


Altruism was iiuiiifest in all of their under¬ 
takings They w ere teachers par cvcellencc 
Silence characterized their subsnnnal con¬ 
tributions to institutions of learning and 
human advancement 

The pioneering efforts of the Aiayos m 
the development of hospital care stands out 
like a beacon light The cuhnination of die 
gigantic task of organizing and operating 
the iMayo Clinic required many ycirs of 
remcicy and frequent disillusions Ar the 
beginning the Mayos were confronted witli 
much local profession i! opposition Sonic 
mliihitants of Rochester looked upon hos- 
pitils not as permanent institutions hut is 
transitory emergency shelters for those suf¬ 
fering from epidemic diseases The Mayos 
defended their ideals with the ardor ind 
fortitude of rugged pioneers, until they 
successfully convinced their opponents of 
the soundness of their efforts and trans¬ 
formed genenl resistance to their efforts 
into admiration and confidence 

The Aiayos, like most great figures who 
ha\c enriched humanity in one way or 
another, did not spring from a prosperous 
family Their fither, Dr Morrall Miyo, 
an English general prictitioncr, cmigritcd 
from Lancishire to the United Stites before 
i 84 o and settled m Rochester in 1863, after 
living in several states Often disippomtcd, 
he was faced on manv occasions with dis¬ 
tressing situitions, one of which was Ins 
encounter with rebellious Sioua His two 
sons, W illiam and Ch tries, aided him m his 
professional work before they grtduited 
from i medical school in Chicago 

In 1889 the 70 ycir old Dr W'orrall 
Ma)o, aided by his sons, both now grad¬ 
uates in medicine, participitcd in the orga- 
nuiaonolSt Mir)’sHospiril it the request 
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cases was considered due to inadequate op¬ 
eration until further development helped 
. to explain the situation. A number of 'worlt- 
ers, including myself, have had this kind 
of experience (cf. Beitriige 162). 

Thus Fletcher, Lutz and Pusch described 
angio-endotheliomatosis of the bones which 
led to errors in many such cases. Quite re¬ 
cently a similar experience was reported by 
Rahm i 7 .e 7 itralbl. f. Ch'ir. 1939) in connec¬ 
tion with hemangiomatosis of the bones. 

The latest publications on osseous dis¬ 
eases (Snapper, Geschickter and Copeland, 
Henderson, Luedin) most instructively 
demonstrate how difficult diagnosis may be 
rendered, and it becomes clear that it is e.x- 
clusively definite hypercalcemia and hypo¬ 
phosphatemia (ascertained by repeated test¬ 
ing) (Clairmont) that decide the diagnosis 
of hyperparathyroidism. 

It should, however, be furriicr concluded 
that in cases where no definite diagnosis can 
be established, it is much oftener advisable 
to make exploratory bone excision than to 
run the risk of operation. 

It is further important that chemical tests 
must be made in cases of this Icind (accord¬ 
ing to Clairmont), since the decisive path¬ 
ological changes of the calcium metabolism 
usually found in Recklinghausen’s disease 
may be absent cither when a spontaneous 
remission sets in, or if marked renal insuf¬ 
ficiency is present, or at a stage when the 
skeletal system has more or less been de¬ 
stroyed. 

CHANGES OF THE nARATHYROlUS AND THEIR 
REL.ATIONSHIP TO HYPERPARATHYROIDISM 

As is appropriate to the purpose of this 
report, 1 want to discuss only those find¬ 
ings apparent to the naked eye. In the vast 
majoritv" of cases of hyperparathyroidism 
the parathyroid tumor is not palpable. If 
anything is felt, this is, in my opinion, usu¬ 
ally a separate lobe of the thyroid gland. 

Therefore, when trying to identify 
changes of the parathyroid or prove the 


presence of tumor formation, there is no 
other way but to operate. 

Recently attempts have been made to lo¬ 
cate the site of the parathyroid adenoma by 
roentgenograms taken previously to opera¬ 
tion. Some evidence may be thus revealed 
(obscurity of the mediastinum, a certain 
amount of displacement in the esophageal 
area) (Clairmont). 

It is by no means always easy to find the 
tumor even intra operationem. Only 75 
per cent of the parathyroid tumors are ac¬ 
tually encountered at the normal anatomi¬ 
cal site of the gland (Mandl). In the others 
the sice of the tumor is more or less patho¬ 
logical; to only part of these is operativ'e ap¬ 
proach possible. 

These pathological sites are in the neigh¬ 
borhood of the thymus or the anterior me¬ 
diastinum, near the carotis communis, the 
cracheo-esophageal corner; and it is by no 
means a rare event for parathyroid tissue 
to be found even within the thyroid gland. 
The frequency of the latter condition has 
been shown by Getzova, Eiselsberg, Ballin, 
Mandl and others. This is helpful in ex-<> 
plaining the fact that, when no parathyroid 
tumor has been found, the unilateral re¬ 
moval of the thyroid gland may be of some 
use. 

It is therefore imperative to ascertain by 
frozen microscopic section, even during 
operation, whether the tissue removed is 
actually the tumor being looked for. A 
number of operations have been futile, or 
have "iven rise to wroii" conclusions, be- 
cause this procedure was omitted. 

A number of cases reported in the liter¬ 
ature demonstrate the difficulty of looking 
for the tumor during operation. As early as 
1926, Dubois undertook to extirpate a tu¬ 
mor of this kind in a patient suffering from 
Recklinghausen’s disease. Since, however, 
no tumor was found, he removed two nor¬ 
mal parathyroid glands. Naturally the pa¬ 
tient did not improve, and it was only after 
operating upon this patient seven times that 
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I T was on July 30, 1915, tluc I first op¬ 
erated upon a tumor of the parathyroid 
m a patient suffering from osteitis fi¬ 
brosa generalisata (Reckhnghausen*s dis¬ 
ease) The method used m this operation 
greatly stimulated surgical research* so that 
since that time it has become the method of 
choice to look for and remove adenomas of 
the parathyroid in a disease m which the 
ma}ority of cases had, up to that time, been 
held incurable In the meantime, the range 
of indication has been so widened that a 
critical discussion of the development of 
this operative method during these 15 years 
may be of interest It will not of course be 


possible to consider m detail all questions 
connected with this subject, for this would 
far exceed the scope of a single paper As 
regards physiology and pathology of the 
parathyroid, the microscopical peculiarities 
of this organ, and its manifold relations to 
other endocrine organs, I refer the reader 
to the lectures on parathyroidectomy read 
It the french Surgical Congress in 1933 
(IVelti md Jung) and the International 
Surgical Congress m 1935 (Clnfmlnu and 
Bramc, Donati, Leriche and others) 

Up to 1925 Crdheim’s thcor)% impl) mg 
that enlargement of the parathyroid glands 
(also found m ncLets and osteomalacia) 
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2. Administration of parathyroid extract 
or implantation of parathyroid tissue has no 
effect on Recklinghausen’s disease. 

3. In a number of experiments, on the 
contrary, administration of parathyroid ex¬ 
tract produced a condition of the bones and 
kidneys very closely resembling Reckling¬ 
hausen’s disease. 

4. "Within the endocrine system no pri- 
mar)^ tumor which is at the same time com¬ 
pensatory and nonpathogenetic in nature 
has ever been encountered (thyroid, hy¬ 
pophysis, adrenals). 

5. It is highly improbable that in con¬ 
nection with an orcran which is bilateral in 
nature and develops in pairs, only one of 
those three or four formations should be¬ 
come subject to compensatory hypertrophy 
and bear alone the burden of an increased 
strain. 

The very rare cases of hyperparathyroid¬ 
ism involving more than one parathyroid 
gland will be referred to later, but in the 
great majority of cases an adenoma is found 
only in one parathyroid gland. 

6. In the numerous cases of genuine 
h}’perparathyroidism reported in the litera¬ 
ture, the elimination of normal parathyroid 
tissue has in no case been able to check the 
condition. Improvement or cure was only 
elTccted if, following several operations, it 
was eventually possible to discover the 
parathvroid adenoma and remove it (Lievre, 
.\IandI, Dresser and Hampton, Churchill 
and Coppe and others). 

These arguments are mentioned only in 
order to prove the primary importance of 
one single parathyroid tumor for hyper- 
parathvroidism or Recklinghausen’s disease. 
This is all the more important since Leriche 
(International Surgical Congress, 1935) 
declared that he himself still adhered to 
Erdheim’s theory. 

In this connection I take the liberty of 
mentioning that I am in possession of a 
posthumous manuscript of Erdheim’s given 
to me by his relatives. It contains the draft 


of a lecture on this subject, in which Erd- 
heim, the first to establish, with his historic 
experiments on rats, the relationship be¬ 
tween the parathyroid gland and the skele¬ 
tal system, declares that- he is now fully in 
agreement with my view on the primary 
importance of the parathyroid tumor, and 
holds it responsible for the decalcification 
process taldng place in the osseous system. 
This draft clearly demonstrates that Erd- 
heim renounced his former opinion, accord¬ 
ing to which the parathyroid tumor was of 
only secondary importance and was e.x- 
plained as being due to compensatory hy¬ 
pertrophy. 

There are still a good number of confus¬ 
ing exceptions, which do not, however, 
break the rule; they have been reported 
upon by Crotti, Albright, Bloomberg, Cas- 
tleman and Churchill, and Churchill and 
Coppe. The latter reported on six cases 
treated by them which presented diffuse 
hypertrophy of all parathyroid glands and 
in which, although there was actually every 
evidence of Recklinghausen’s disease, not a 
single parathyroid tumor could be detect¬ 
ed. Eleven further cases are quoted from 
the literature by these authors, based partly 
on autoptic, partly on operative records 
(Hellstrocm, Bergstrand, Hanke, Hunter, 
Abel). 

Naturally such findings cause us to re¬ 
flect, and should lead us, even after an 
adenoma has been found during operation, 
to inspect the remaining parathyroids. I 
emphasized the importance of this attitude 
in my article on the technic of parathyroid¬ 
ectomy {Deutsche Ztsebr. /. Cbir. 240, 
1933). The surgeon has consequently to 
envisage the problem of whether or not to 
remove the multiple enlarged organs, or 
how much of them to remove, in order to 
secure the effect desired—on the other hand 
running the risk of producing severe tetany 
(cf. Ohver Cope). 

Bv the way, it is interesting to note that 
Churchill and Coppe hold the hypophyseal 
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The face that although in the above men¬ 
tioned disorders a “slightly” raised level of 
the blood calcium may now and then be 
encountered, the calcium metabolism is in 
the majority of cases absolutely normal 
also does not agree with this therapeutic 
theory. 

Cases which are not accompanied by hy¬ 
percalcemia cannot, therefore, be attributed 
to a disturbed parathyroid function. Thus 
a certain amount of criticism is justified in 
judging the results of this operative manip¬ 
ulation. 

DISEASES OF THE JOINTS 

W. A. Oppel and Samarin, as is well 
known, first suggested parathyroidectomy 
combined with unilateral thyroidectomy in 
the treatment of ankylotic polyarthritis. 
The idea was that in all cases of tetany and 
spasmophilia brought about by hypofunc- 
tion of the paratltyroid glands, hypocal¬ 
cemia, as well as a heightened electric ex¬ 
citability, was also present. In the opinion 
of the above authors, most of the cases of 
ankylotic articular diseases present hyper¬ 
calcemia and lowered electric excitability 
(ankylotic polyarthritis, spondylarthritis), 
and .so were classified under the heading of 
In’perparathyroidism. 

Quite recently, Schkurov (/. Bone and 
Joint SV/rg., 1935) others, reported 

on this subject. Out of 58 cases, the calcium 
level of the blood was lowered in “a good 
number” subsequent to operation. Fifty per 
cent showed subjective as well as objective 
improvement. Schkurov also operated upon 
such patients in whom, previous to opera¬ 
tion, no hvpercalcemia had been recorded, 
and even recommended parathyroidectomy 
as a prophylactic against threatening ankyl¬ 
osis. 

The results reported by other authors are 
for the most part poor, for the rest confus¬ 
ing: Welti and Gamier operated upon 14 
cases of "chronic rheumatism.” and ob¬ 
served that those with no defonning arthri¬ 


tis responded satisfactorily to the treatment. 
L. Franco gives 69 cases (collective statis¬ 
tics); 34 of these patients showed tempo¬ 
rary improvement, 21 did not respond to 
the treatment, 12 were cured, and 2 died. 
Simon found 151 cases in the literature, in 
57 per cent of which the procedure was 
said to have been successful. 

As a matter of fact, it should be borne 
in mind that an enormous difference exists, 
clinically as well as .pathogenetically, be¬ 
tween the various types of chronic rheuma¬ 
tism and ankylotic articular processes, and 
this makes the decision as to wdiether or not 
to choose the operative procedure all the 
more difficult. 

No doubt, chronic articular diseases should 
be approached by parathyroidectomy only 
if definite hypercalcemia is present. In the 
future, 1 have decided to operate upon these 
cases exclusively under this condition, in 
view of the rather poor results I, too, have 
had up to now. 

SCLERODERMA 

Another disorder in which parathyroid¬ 
ectomy has repeatedly been attempted is 
scleroderma. It is, however, only in the 
more or less generalized type that the op¬ 
erative procedure should be decided upon. 

.According to Thibicrgc-W'ci.ssenbach, 
here the theoretical grounds for undertak¬ 
ing the operation are: 

Where hypcrosteolysis is present, the ex¬ 
cessive amounts of calcium are not always 
released into the blood, or eliminated from 
the organism in the urine, but may also 
be deposited in the skin, where the calcium 
is either distributed over large areas or is 
found in plaques and can be identified by 
chemical tests. It is worthy f)f record that 
even in this type of hypothetical hyper¬ 
parathyroidism again only hypercalcemia, 
no parathyroid tumor nor diffuse enlarge¬ 
ment of all parathyroid glands, has been 
met with. 
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hypercalcemia has never been found 
(Alandl, Rou\ Berger, Lie\ re and others) 
The same holds true with Schueller’s dis¬ 
ease (Snapper) If, however, the multiple 
types of these diseases are present, diagnosis 
presents tremendous difficulty A decision 
nny be reached in such cases by testing the 
blood for the absence of hypercalcemia, a 
diagnostic bone excision may also be under¬ 
taken 

There are, however, a number of types 
of generalized osseous affections which pre¬ 
sent much difficulty in diagnosis In some 
of them—the senile osteoporosis, osteomal 
acia due to nutritional deficiency, osteop¬ 
sathyrosis, multiple enchondromas—the cal¬ 
cium values m the blood always are normal 
Hypercalcemia may, however, also be 
found in connection with grave destructuc 
processes, e g, m diffuse skeletal carcinosis 
as well as in myelomatosis (Barr, Bulger 
and others) 

Thus hypophosphatemia, which always 
accompanies hyperparathyroidism may 
sometimes be more characteristic of this dis 
order than hypercalcemia, although this is 
usually referred to as the leading symptom 
of hyperparathyroidism, since m connection 
with skeletal carcinosis as well as with 
myelomatosis no hypophosphatemia is en¬ 
countered 

Diagnostic difficulty may, however, be 
encountered and may interfere ivith the 
pathogenetic clarification, if attempts are 
made to distinguish hyperparathyroidism 
from Paget s diseases of bones Always 
chanipiomng the dualistic viewpoint, I have 
repeatedly drawn attention to the fact that 
Recklinghausen’s disease and Pager’s disease 
are absolutely different conditions This is 
clearly shown by the clinical course they 
run and the difference m their roentgeno 
grams In the entire literature there is no re¬ 
port of Paget’s disease in which there has 
been definite proof of the presence of hyper 
calcemia nor has it ever been possible to dis 
cover a parathyroid adenoma in this disease 


I may remind tlie reader of Schmorl’s 
findings, obtained a long time ago Among 
138 autopsies of victims of Paget’s disease, 
he found not one parathyroid tumor Also 
m point are the unsuccessful attempts of 
Snapper, Ballin, Mandl and others to dis¬ 
cover j parathyroid tumor in connection 
with Paget’s disease 

However, a number of authors hold the 
view that there is nevertheless a certain re¬ 
lationship between the two disorders (Do- 
naii) Gutmann and Barclay-Parson recent¬ 
ly reported 3 cases of Paget’s disease in 
winch hyperparathyroidism had been pres 
ent How e\ er, even these authors stress the 
fact that this occurrence is extremely rare 

My derailed discussion of this subject is 
found m Brims* Beitrage (160), and I have 
had the opportunity of talking the subject 
o\ ei with Kienboeck Should we find 
sclerotic patches m the bone tissue of an 
otherwise decalcified slceletal system of a 
patient with Recklinghausen’s isease, this 
should be considered a symptom of repara¬ 
tion there If, howe\ er, tins sort of change 
IS found after successful operation, it is 
indicative of beginning cure, since it is now 
generally accepted that after successful op 
cntion, normalization of the osseous struc¬ 
ture may be expected 

It iSy moreover, worthy of record that, 
Avhen trying to distinguish Recklinghau¬ 
sen s from Paget’s disease, the diagnostic ex 
cision of bone tissue will not help in any 
way since, as is well known, the same mic¬ 
roscopical findings may be present in bodi 
diseases 

Diagnosis may become even more diffi¬ 
cult where rJie other generalized osseous dis¬ 
eases are concerned Again and again, cases 
of myelomatosis, l)mphosarcoma, xantho¬ 
matosis or carcinosis of the bones liave been 
reported in winch attempts were made to 
disco\er a panchyroid tumor, an adenoma 
of the thyroid eventually being mistaken 
for one and renio\ed without microscopical 
verification The negative result in such 
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airhough there was certainly no hyperpara¬ 
thyroidism. One of the patients had al¬ 
ready developed uremia; his kidneys liad 
been operated upon several times and new 
Stones had formed again and again in both 
kidneys. In this patient the operation was a 
success. As long as he could keep me in¬ 
formed (about one year after the opera¬ 
tion) he had no subjective troubles. Anoth¬ 
er patient had only hematomas of the renal 
area to begin with, as the result of being hit 
with a stick and kicked in a concentration 
camp. As tinte went on, these hematomas 
became ossified, and in the end the renal 
bed was completely ossified on both sides 
and uremic symptoms appeared. In this case, 
the operation induced subjective improve¬ 
ment, although roentgenograms in no way 
indicated reduced ossification (cf. Brindle- 
Hermann). 

In view of the above, it seems worth 
while in very desperate cases to attempt to 
reduce the parath}Toid ti.ssue by operation. 

In Recklinghausen’s disease, also, absorp¬ 
tion or dissolution of calculi which have 
once been formed cannot be c.tpectcd, even 
if operation has on the whole been success¬ 
ful. Xew formation of stones, however, will 
probably nut take place, or will at lca,st 
i)e greatlv reduced after hypercalcuria has 
once been checked in this way. 

uisCAsi; 

Bastai and Doijliotti, Giordano, Paolucci, 
Gimolli and others endeavored to influence 
various angicxspastic conditions, including 
Bueryer's disease, by parathyroidectomy 
fef. Donati. Intcnutujual Surgical Con- 
^re^s, 19^5). As far as angiospastic condi- 
tiuns are concerned, it may lie that a syni- 
pati'.etic eUect must be considered here. 
On the b.isls of all wc know .tluiut Buerger’s 
disease or, better, what we do not know 
about it. we should retrain from takinti ac- 
tit>n l)ei'ure mure detailed reports are avail- 
a’.ile. Persoiullv I have h.iel the opportunitv 
of i.;oer\ir.o sansfactorv results with total 


thyroidectomy in some cases of Buerger’s 
disease, but it will not be possible to judge 
the results until some time has elapsed. In 
view of the close interacdon which exists 
between all the factors of the endocrine 
system, and particularly in view of the close 
anatomical relationship between the thyroid 
and the parathyroid gland, the above re¬ 
sults should perhaps be explained on tiiesc 
lines. 

SUMMARY 

Fifteen years after the first parathyroid- 
cciomy w'as performed, a survey of titc 
field of indication xvith reference to this 
operation is given. Only clinical viewpoints 
are, however, referred to. 

The course of the first case of successful 
parathyroidectomy in a patient suffering 
from Recklinghausen’s disease is reported. 

If parathyroidectomy is to be successful, 
the diagnosis of hyperparathyroidism must 
be clear. A number of osseous changes 
which should be taken into consideration 
in differential diagnosis arc enumerated. 
Sometimes there is not much difficulty in 
distinguishing Paget’s disease from Reck- 
limrhausen’s disease, but other osseous dis¬ 
turbances present much more difficulty. 
Often tiiagnosric bone c.vcision is tiic only 
means of establishing diagnosis so that 
parathyroidectomy may be justified. 

Only in the case of a ctjrrect dia<rnosis 
will a parathyroid tumor actually be found, 
and its removal will cure the disease. Up 
to the present, roughly 300 ca.ses have been 
operated upon. The mortality rate is 9 per 
cent. 

W-ry fretpiently the tumor is not easily 
found, particularly since in 25 per cent of 
the cases the organ is encountered at an ab¬ 
normal site. 

Proof is given of the fact that my view 
concerning the primary importance of the 
tumor with reference to the entire complex 
of hyperparathyroidism, discussed for the 
first rime in 19210. holds true even today. 
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he succeeded in finding and removing a 
tumor of the mediastinum. Churchill and 
Coppe were also forced, in five cases, to 
operate a second time before they were able 
to remove the tumor. In one of these cases 
thyroid tissue had already been removed on 
both the right and left sides, and not until 
the seventh operation u^as it possible to de¬ 
tect and remove an adenoma of the para¬ 
thyroid situated in the anterior mediasti¬ 
num, and the sternum had to be separated 
to get access to it. 

It need not be emphasized tJiat in cases 
in which definite hyperparathyroidism is 
present and where a parathyroid tumor 
may be definitely expected, the removal of 
normal parathyroid tissue is frauglic with 
danger, in view of the postoperative tetany 
which may occur—a complication which 
may also arise in any ordinary operation on 
an adenoma of the parathyroid, even if no 
unsuccessful manipulation had been made 
previously (Albert, Lievre, Snapper). 

Tumors to which no access is possible 
are usually situated in the depth of the an¬ 
terior inferior mediastinum or rctroperito- 
neally. They are sometimes found on 
autopsy. 

As to the relationship between para¬ 
thyroid tumors and hyperparathyroidism, 
it is now generally accepted (as I suggested 
in 1925) that the parathyroid tumor is actu¬ 
ally the primary factor in bringing about 
this condition. This assumption has mean¬ 
while been verified by a great number of 
operations and experiments. In my opinion, 
the parathyroid adenoma produces—simi¬ 
larly to the hypophyseal rumor which pro¬ 
duces acromegaly—that sort of toxic con¬ 
dition of the organism which to begin with 
disturbs the calcium metabolism, so that it 
eventually reaches pathological lines and 
presents the characteristic chemical find¬ 
ings. 

Although this fact is generally accepted 
today, observations and facts which do not 
fit into tlic picture should not be ignored; 


I. In some rare cases, so-callcd silent 
tumors are found, unaccompanied by ap¬ 
parent skeletal changes, and it is sometimes 
only during autopsy that they are discov¬ 
ered (Bergstrand). Even clinically several 
such cases have been reported (Kevnes, 
Brit. /. Surg. 1939). 

1, Moreover, the significance of those 
rare cases which present hypercalcemia as 
a result of skeletal carcinosis or myelomat¬ 
osis, but which aftei^vard also develop a 
parathyroid tumor, should not be over¬ 
looked. As far as I am able ro judge from 
the literature, no more than five cases of 
this kind have been reported up to the pres¬ 
ent, although this special field has been ex¬ 
haustively investigated (Barr and Bulger, 
Klemperer, Bernard and co-workers, Welti 
and co-workers, Ben Asher, J. Lab. & Clhi. 
Med. 1939). 

No satisfactory explanation of this singu¬ 
lar occurrence is yet possible. It may be that 
in exceptional cases decalcification of the 
skeleton produces enlargement of the para¬ 
thyroid gland. If so, why is this so rarely 
the case? Is there a possibility that the same 
adenoma which, in tiie vast majority of 
cases, must be held responsible for the de- 
calcification process of Recklinghausen’s 
disease, should in some e.xccptional cases 
represent the response of the organism on 
compensatory Unes^ 

The rare findings referred to above lead 
me to outline my views on tliis subject, cx- • 
pressed as early as 1926, but now based also 
on the findings of the latest reports. I ad¬ 
here to the theory of the primary activity 
of the parathyroid tumor in iinxiuciiig hy¬ 
percalcemia as well as hyperparathyroidisin. 
and consequently Recklir.g?22^i^as disea. c. 
This belief is based aa the folio .r - 
reasons: 

I. Removal of cumor. in 
cases wJierc it i’^ Coumf 

eration, h.i-s a.i on 
disease erect - r ' 
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Der Verlauf des erst operierten Falles 
wird aiisfuhrlich des childert. Um einen 
Erfolg der Parachyreoidectomie zu si chern, 
muss vor allem die. Diagnose: Hyperpara- 
thyreoidismus klar sein. Die verschiedenen 
generali siercen Knochenerkrankungen ma- 
chen oft differential diawnostiche Schwieris 
kieten. Oft muss die Probe excision Klar- 
heit schaffen. 

Neben der Radiographic sind Hypercal- 
caemie und Hypophosphataemie die wich- 
tigsten Kriterien zu der Operation. 

Bisher wurden bei der Recklinghausen- 
schen Knochenkrankheit, die den klarsten 
Typus des Hyperparathyreoidismus dar- 
stelk fast 500. Operationen ausgefiihrt. Die 
•Morralitat bctragt ca 9%. 

Oft ist die Suche nach dcm ursachlichen 
Tumor .schwierig, da bei 25% der operier¬ 
ten Fiillc cine anormale Lage des Tumors 
festgcsrelc wurdc. 

Es wird crwiesen, doss die vom Autor 
schon 1925 vorgcbrachtc Ansicht iibcr die 
unsachlic e Bcdeutung dcs Tumors noch zu 
Rccht bc.steht. 

Die seltenen Falle von “Stummen” Tu- 
moren oder aber, dass manchc Autorcn an 
mehr als an einem Parathyroid \’^crander- 
ungcn fanden (Churchill & Coppe) andern 
vorlautig nichts an diescr .\nsicht. 

Es werdcn dann die anderen Indikationcn 
zur Parathyreoidcctomienocli angcfiihrt. 
Gelcnkkrankhciten, Sklerodcrmie, Biir- 
gcrsche Krankheit, Sceinlicden. Nach .An- 
sicht dcs Auiurs bcstcht nur bei eindcutig 
chemiscli festgestelhcm Hypcrparatliyreoid- 
ismus die Indikation zu der Operation, die 
sicli aber bein den angefuhreen Zust andern 
rclativ sclten ergibt. 

Es wird einc strengere Indikation vorge- 
schlagen, um die Op. Ergebnisse auf einer 
‘^ewissen l ldhe zu hal ten. 

Sf.M.CRIO 

El D<:sjrroUo dc l.i Wir^ttiroidectomia 
Dur.viie loi Quience Ultunos Alios 

Quince ahos despues de que la primera 
parariroidectomia fue hecha, una invesriga- 


cion del campo de indicaciones con refer- 
encia a esta operacion es dada. Solamentc 
puntos de vista clinicos son mencionados. 
El curso del primer caso con exito en la 
parariroidectomia en un enfermo sufriendo 
la enfermedad de Recklinghausen es re- 
portado. 

Para obtener exito en la paratiroidecto- 
mia, el diagnostico de hiperparatiroidismo 
debe de ser claro. Un numero de cambios 
oseos los cuales deben de tomarse en con- 
sideracion en el diagnostico diferencial son 
enumerados. Algunas veces no hay mucha 
dificultad en distiguir la enfermedad de 
Paget de la de Recklinghausen; pero otros 
trastornos oseos pueden y se presentan mas 
dificultades. Muy a menudo la e.xcision dc 
hueso es el unico medio para hacer el diag¬ 
nostico, asi que la paratiroidectomfa estc 
justificada. 

Solamente en el caso de un diagnostico 
correcto un tumos paratiroideo sera actual- 
mente encontrado, y su extirpacion curara 
la enfermedad. Hasta el presente, un esti- 
mado como dc unos 300 casos han sido op- 
crados. La mortalidad es dc nuevc por 
ciento. 

Muy frecucntemcntc cl tumor no sc en- 
cuentra facilmcntc, particularmcntc debido 
a que en cl 25% de los casos cl organo sc 
cncucntra cn un lugar abnormal. 

Prueba cs dada de la verdad de que mi 
punto de vista con rclacidn a la importancia 
primaria de el tumor con referencia al com- 
plcjo entero dc la hiperparatiroidismo, dis- 
cutida por primera vez en 1926, se .sostiene 
absolucamentc verdadcro arm al presente. 

No cs dc significancia que en algunos 
casos muy raros llamados tumores callados 
dc las paratiroidcs han sido encontrados, 6 
que cn casos c.xtremadamente raros aumento 
de tamaho dc varias 6 aim de todas las para- 
tiroides han sido reportados (Churchill y 
Coppe). 

Otras indicaciones ademas del cstado mdr- 
bido de Recklinghausen pora paratiroidcc- 
lomia son discutidas. Dcspucs dc un periodo 
transitorio dc gran entusiasmo, se ha vuelco 
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gliad reipansible for these rice eises 
(Hertz ind ICriiies) 

OTHCK INDICATIONS iOR 
P AUATU\ ROIOECrOMA 

Although, according to the above, the 
necessity of the operative procedure in 
hyperparathyroidism ind, therefore, Reck¬ 
linghausen's disease, seems definitely estib- 
hshcd, ind in need of no furthei discussion, 
this IS not the c ise vv ith other osseous dis¬ 
orders Here it must be decided from case 
to case w hether or not to undertake opera¬ 
tion As mentioned above, attempts to in¬ 
fluence Paget's disease by panthyroidec- 
tomy are doomed to failure In the therapy 
of other osseous diseases, the nature of 
which is not so clear, parathyroidectomy 
has sometimes been considered and success- 
full) performed 

I am quoting only one of a great number 
of publications on this subject, that of 
Leriche and Jung (Presse med 1938) The 
luthors report upon a patient, aged 15, of 
stunted growth and with generalized decal- 
cification of the bones, in whom the re¬ 
moval of a parath) roid tumor 12 cm long, 
which protruded into the thymus yielded 
good results This patient presented, in ad¬ 
dition, interf iscicular and penmuscular 
sclerotic patches Brctscher also observed 
in enlarged parathyroid and hyperplasia 
of the thymus in one case Wertheimer and 
Gmlleiiiin (Pressemsd 1939) obtained good 
results in a patient, aged 37, who suffered 
from osu oporose doidourcuse post trmi 
in tuque with hypercalcemia by removing 
a normal parathyroid Osteitis generabsata 
(described fay Albright) with us singular 
pigmentation of the skin (as also obsened 
by iMondor) likewise seems to respond to 
paratliv roidectoiiw fn other osseous dis 
orders the nature of which has not been 
fuliv clarihed as )er, influencing the con 
diDoii b) evtirpjtion of normal parath) roid 
tissue has also been tried 


Disorders which do nor mvolve the os 
scous s) stem and in w Inch the elimination 
of normal parathyroid tissue for therapeutic 
purposes his also been reconiniended, are 
various t)pes of polyarthritis, spend) lar- 
thntis (Becliterew), sclerodermia, myositis 
progressiva gcncrihsata, spontaneous keloid 
formation of the sUm, Buerger’s disease, 
Parkinson’s disease, etc It has also been rec¬ 
ommended to influence rccurnng renal cal¬ 
culi by removing parithyroid tissue 
1 am, at present, much more doubtful as 
to the therapeutic prospects of these cases 
when created by parathyroidectomy than I 
used to be, since, m my experience, the re¬ 
sults of tins operation ire not so good as 
they first seemed to be (cf Brims' Bear rge 
idi) i\I) former view point needs, there¬ 
fore, a certain amount of revision (XVieit 
klm Wchvschr 1938) Above ail, it should 
be emphasized that in none of these evses 
has etuargcnient or a tumor of the para 
thyroid gland ever been encountered If, 
therefore, one assumes these disorders to be 
connected with hyperparathyroidism, one 
must nccessinly remov e normal panth) roid 
tissue from the organism It is a matter of 
course that the opermve procedure having 
been decided upon the microscopical iden¬ 
tification of the parathyroid tissue must be 
established during operation 
The question how ever, as to vv hether or 
not this thenpcutic procedure is logical 
needs further discussion To begin with, it 
should he clear that although by injecting 
parathormone a number of investigators 
were actually successful 111 producing 1 
condition of the bones and kidneys the 
symptoms of which were similir to those 
prevailing in Recklinghausen s disease 
(Jaffc, Bodanski Blair, Aub and Albright, 
\Iand! and Uebelhoer and otliers), it has 
never been possible, experimentally, to pro 
ducc ank)lotic discises of the joints in tins 
way On the other hand, Selye and Shelling 
stimulated the deposition of caleiuni m the 
skin with this procedure ^ 
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It is further worthy of note that the re¬ 
sults of parathyroidectomy in scleroderma 
are even more impressive (as far as the lit¬ 
erature gives infonnation on this point) if 
sympathectomy is combined with this oper¬ 
ation, as used, for instance, by Lcriche in 
most of his cases. The results of this pro¬ 
cedure are, however, somewhat confusing, 
since it is not clear how far the therapeutic 
success must be attributed to parathyroid¬ 
ectomy and to what extent the sympa¬ 
thetic procedure must be held responsible. 
Moreover, the combined action of the para¬ 
thyroid and the sympathetic nerve should 
also be taken into consideration, were there 
not a number of important clinical observa¬ 
tions which do not agree with this assump¬ 
tion (Leriche and Jung were able to cure 
a case of severe tetany by cervicothoracic 
sympathectomy and another case was also 
cured in this manner). Tliese authors as¬ 
sume that a reactivation endocriiiien of the 
parathyroid follows sympathectomy. If this 
is true, parathyroidectomy and sympathec¬ 
tomy should counteract one another, so that 
it would be highly illogical to combine both 
procedures. 

The above arguments are of great im¬ 
portance with reference to parathyroidec¬ 
tomy in scleroderma; and those operations 
in which parathyroidectomy and sympath¬ 
ectomy were carried out simultaneously 
(Chifauliau and Brame, Basch and Lei- 
bovici) now appear in another light. 

Those cases of scleroderma in which 
only the parathyroid procedure was chosen 
were doubtful as to their results (Gregoire, 
Alessandn, Houssein and others). 

According to my own experience, based 
upon nvo severe cases recendy treated, it ts 
the sympathetic procedure 'which is decis¬ 
ive, particularly since symptoms of hyper¬ 
parathyroidism are very rarely encountered 
in scleroderma. 

It is a well-known fact that one of the 
classical symptoms of morbus Reckling¬ 
hausen is the formation of stones in the 


urinary tract, since there is no doubt that 
the vast majority of patients eventually suc¬ 
cumb to both cachexia and uremia (Hunt- 
er-TurnbuIl, Churchill and others). I'he 
question now arises whether a disorder so 
widespread as urinary calculi may perhaps 
be so closely related to the parathyroid ac¬ 
tivity that conclusions concerning therapy 
may be drawn from tliis. 

Barney and Alintz found that out of loo 
patients with stones i8 suffered from hyper¬ 
parathyroidism. But none of them presented 
any skeletal symptoms whatsoever. As a 
niatter of fact, the hypercalcemia of these 
patients did not exceed 12-14 milligrams per 
cent. On the other hand, as far as I am in¬ 
formed by the literature, over 90 per cent of 
the cases with hyperparathyroidism develop 
stones. So no other way remains but to as¬ 
sume that the formation of stones is only 
a symptom of high hypercalcemia and has 
nothing to do with those cases which, so 
to speak, develop spontaneously and are 
not accompanied by decalciffcation of the 
bones and where no other symptoms of 
hypcrparatliyroidism are encountered. 

Recently three papers have appeared 
(Griffin, Osterberg and Braasch, and Hig¬ 
gins, Fouweweather and Pyrah) which also 
show that primary latent hyperparathyroid¬ 
ism is most probably not in itself an etio¬ 
logical factor active in producing renal 
calculi. 

In connection with stones in the kidney 
and ureter I have not found hypercalcuria 
or hypercalcemia in a considerable number 
of patients. It is, however, obvious that in¬ 
creased excretion of calcium induces an al¬ 
teration in the renal parenchyma, and pro¬ 
phylactic measures on these lines niight, 
therefore, be beneficial. 

Parathyroidectomy in the treatment of 
stone diseases, therefore, lacks sufficient evi¬ 
dence of efficacy to be actually applied at 
present. 

In two extremely serious cases I never¬ 
theless operated upon the parathyroid gland, 
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FIGURE 3 

The photomicrograph of tlie polyp il¬ 
lustrates tlic surface elevation of 
hyperplastic epithelium with the cen¬ 
tral core of connective tissue (S X). 

troscopic and roenegen-ray examinations 
and disclosed polyps. Of the 11 cases in 
which microscopic sections were studied 
wc found 4 polyps, z myomata, and i each 
of the following: papillomata, adenomata, 
(ibronva, polyposis and hyperplastic linitis 
plastica. The linitis plastica involved partic¬ 
ularly the pvloric antrum, producing a con¬ 
siderable tumor and obstructing the stom- 
ach, so that a gastro-enterostomy was done. 


DIAGNOSIS 

There are no definite distinCTuishinci din: 
cal symptoms in benign tumors of the stoir 
ach. The gastric analysis or other labor;: 
tory findings are not characteristic. Bal 
four’" found .severe anemia associated wit 
one of his cases of benign tumor of th 
stomach. The two most accurate means c 
pre-operative diagnosis are the roentgcri 
ray and gastroscopic c.vaminations. Thrc 
cases diagnosed by these means were con 
firmed by operation and histologic section 
(see Figures 4 and 5). 

The three most common .symptom 
among our patients were vomiting, belch 
ing and loss of weight. The other symptom 
in order of frequency were: nausea, weak 
ness, epigastric pain, epigastric distress, paii 
in the right upper abdomen, pain in righ 
upper abdominal quadrant with radiatioi 
to right shoulder, pain in right lower ab 
dominal quadrant, anorexia, vague ab 
dominal pain, backache, constipation, dys 
phagia for liquids and solids, lodgement o 



Illustrates a gastric polyp and ulcer. 


figure 4 

situated in the pyloric antrum, as observed by the gastro>.cope. 
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It IS of no significance that in some \ ery 
rare eases so-called silent tumors of tlie 
parathyroid have been encountered 
Indicauons other than morbus Reckling¬ 
hausen for parathyroidectomy are dis¬ 
cussed After a transitory period of great 
enthusiasm, it has become clear that the re¬ 
sults obtained with this operatii c method m 
various articular diseases, scleroderma and 
stone affections, etc, are neither very clear 
nor very convincing. Only if hypercal¬ 
cemia can he diagnosed in connection with 
diseases of this kind, should reduction of 
the parathyroid tissue (which is then al¬ 
ways found to be normal) be considered 
Apart from the author’s own case his¬ 
tones, the important findings of the litera¬ 
ture are given On the whole, the advice is 
offered to keep strictly to the indication, 
so that the results of parathyroidectomy 
may be kept favorable 
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RESUAlf: 

he de^elopement de la parathyrotdectoinic 
diirant les dermerh qumze anuees 
Qumze ans apres ia premiere parafliyroid- 
ectomie I’auteur anilysc les mdicaaons pour 
cette operation II n’cnvisage que Ics pomes 
de vue tbnique La premiere paratliyroid- 


ectomie faite avec succes cliez un maiadc 
soufFrant de la maladie de Reclvlmghausen 
CSC rapportce en detail 

Pour que la parathyroidectoniie soit un 
succes, le diagnostic dMiyperpararhyroid- 
isme dole etre evident Un nombre de le¬ 
sions osseuses qui demandent a etre con- 
siderees dans le diagnostic differcmicl sont 
enumerees La maladie de Paget offre par- 
fois quelquc difficulres Parfois un diagnostic 
precis n’esc obtenue qu’apres e\cision et 
e\amen d*un fragment osseu\ 

Si le diagnostic esc correct, renlevenien; 
de la tumeur parathyroidale sera sum de 
guerison Jusqu’a nos jours a peu pres 300 
operations out ete rapportees La niorralite 
esr de 9 pour cent Souvent, h tumeur est 
difficile a crouver, parce que dans vingc- 
cinq pour cent des cas, la glande a un siege 
inonnil 

L’nnpornnce prmiaire des ces tumeurs ec 
Icur rapport avec Thyperparatliyroidismc 
furenc discutes pour la premiere fois cn 
iprd Cette importance est aujourd’hm gen- 
cralement admise Dans quelques cas on a 
irouve ces tumeurs ne causant aucun 
symptoinc et dans quelques cas, extrcinc- 
ment rarcs, on a rrouve une hypertro¬ 
phic dc plusieurs ou de routes les glandes 
parailuTOides On a fait la pamchyroid- 
ccroinie pour cercaines maladies des arricu- 
latjons, pour la sclcroderinie pour la dia- 
these calcuJeuse, etc Les resulcats obrenus 
sont douteu\ et peu convamquants 

L’autcur analyse son cas et nous donne 
un bon resume de la httcraturc du sujer 11 
rccomnnndc qu’on etudie bien ics indici- 
uons de Toperation Ainsi, on obticndra des 
resultats favorables 


ZOSAAIM CS FASSUMG 

0/C Eiic'ivickehpi^ der Varathyreoidectovne 
in del letzen i$ Jabren 
Nach dem die erstc Parathyreoidectoinie 
15 Jabren zuruckUegt, wird emc Ueber- 
sicbt uber das Indikaiionsgebicc \ ersuchc 
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curate means of pre-operative diagnosis. 
Routine autopsy examinations reveal benign 
gastric neoplasms that caused no clinical 
symptoms during life. Simple excision of 
the bem'gn tumor without gastric resection 
was sufficient for relief in our cases. More 
extensive operati\-e procedures were per¬ 
formed only when other lesions were pres¬ 
ent. 
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RKSU.Mt: 

Lcs tiDiieuTS hemgnes de rcstouiac 

Ccs tumeurs, ne dormant aucun symp- 
tume dcHui, nous permettant de faire un 
diagnostic precis. L’analysc du contenu gas- 
trique n’otfre rien de caractcristiquc. Pour 
Ic diagnostic pre-operatoire la radiographic 
et la gastrosedpie sont utiles. Souvent a 
I’-avitupsic on trouve un neoplasmc benin 
gastrique qui durant la vie du sujet n’a cause 
aucun symptume clinique. Dans Ics c;ts rap- 
portes par les deux auteurs rexci.sion de la 
tumeur suffit pour soulager le malade. Dans 
les cas assocics avee d’autres lesions on 
pratiqua des interventions plus ctenducs. 


ZUSA.M.MEN'F.VSSUSG 

Gutartige Geiclr,L'iilste des Magens 

Es gibt keine bestimmten klinischen 
.Mcrkmalc, welche die Diagnose ciner gut- 
artiyen Gcschwulst des .\lagens erlauben. 
Die" .Magensaftuntersuchung ist nicht ken- 


nzeichnend. Rbntgenologischc und gastro- 
skopische Untersuchung sind die zwei zuv- 
erlassigsten Methoden der Krankheits- 
bestimmung vor der Operation. Allgemeine 
Leichenschau ergibt gutartige Magcngc- 
schwulste, die wiihrend des Lebens keine 
Anzeichen hervorriefen. Einfache Exzision 
der gutartigen Geschwulst ohne Rcsektion 
war geniigend in Verfasscr’s Fallen. xA.usgc- 
dehntere chircurgischc Verfahren wurden 
nur danii agewendet, wenn anderweitige 
Ivrankheiten vorlagen. 

SUM.-VRIO 

Tiiuiores benignos del estomago 

No e.xisten sintomas clinicos por los cualcs 
puede hacer se un diagnostico de Tumor 
Benigno del Estomago. Analiscs-Gastrico 
presenta nada tipico. Los Radios X y Gas- 
trocopia son los mcrodos mas cxacto.s para 
determinar un diagnostico preoperativo. 

Autopsias demuestran Tumorcs Benignos 
del Estomago que no causaron simptomas 
clinicos envida. 

Excision del Tumor Gastrico sin rcsecion 
subtotal del Estomatio es iicncralmcntc sufi- 
ciente para mejora y solo sc incicron reces- 
sioncs Gastricas cn prcsencia de otras le¬ 
sion cs. 

KIASSUNTO 

Tiiniori benigni dello sto/iiaco 

\’’on vi sono definiti sintomi pci quali una 
diamiosi di tumore bcnitjno dello sroniaco 
possa csserc fatta. L’analisi del succo gastri¬ 
co non e caratteristica. Raggi X e gastro- 
copia sono i due mezzi piii accurati per una 
diagnosi preoperativa. All’autopsia si rivcl- 
ano ncoplasmi benigni dello stonuico chc 
non avevano dato sintomi clinici durante 
la vita dell’ammalato. La semplice escissione 
del tumore benigno senza resezionc fu suf- 
ficientc nci casi discussi. Si ricorsc a pro- 
cedimenti operativi piii vasti quando altre 
Icsioni cocsiscevano. 
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claro que el resultado obtenido con este 
juetodo opcrativo en varias enfermedades 
articulares, esclerodcrmia y afecciones de 
piedra, etc., no son ni muy claras m muy 
coiivincentes. Solamente si hipercalcemia 
puede ser diagnosdcada en coneccion con 
enfermedad dc esta clase, la reduccion del 
tejido paratiroideo puede ser aconsejada 
(el cual se encuentra siempre normal). 

RIASSUNTO 

Lo SvUnppo della Paratiroidectomta Du¬ 
rante g/i Ulthm 15 anni 

Quindici anni dopo la prima paratiroid- 
ectomia, un esame e dato del campo di indi- 
cazione in relazione a quest’operazione. 
Solo punti di vista cUnici, tuttavia, si ripor- 
tano. Si nporta il corso del primo caso di 
una paratiroidcccomia ben riuscita, in un 
paziente sofTrendo dalla malattia di Reck¬ 
linghausen. 

Se si deve fare con successo una parati- 
roidectomia, la diagnosl deiripertiroidismo 
dev’essere chiara. Una quantita di cambia- 
menti ossei chc si devono ntenere iinpor- 
tand nella diagnosi differenziale sono enu- 
merau. Alcune volte, non c’e molta diffi- 
colta nel distinguere la malattia di Paget 
dalla malattia di Recklinghausen, ma altri 
disturb! ossei presentano piu difficolta. 
Spesso la recisione diagnostica delPosso e 
il solo mezzo di stabilire la diagnosi di niani- 
era che si possa gmstificare la paratiroidec- 
tomia. 

Si trovera in fatto, un tuniorc paratiroide 
solamente nel caso di una diagnosi corretta, 
e il suo spostamento curera la malattia. Fino 


al presence, su per giu 300 casi sono stati 
operati. La rata di mortalica’ e 9 per cento. 

iMolte volte non si trova facilmente il tu- 
inore, particolarmente poiche in z$ per 
cento dei casi I’organo, si trova in un posto 
anormale. 

Si da prova del fatto che il mio punto di 
vista nguardo all’importanza primaria del 
tumore in relazione al entero complesso 
d’lperparatiroidismo, discusso per la prima 
voita nel 1926 , si mantiene assolucamcntc 
vera anche oggi. Non E di nessun impor- 
tanza che in alcuni casi molto rari si sono 
trovad cosiderci runion silenziosi 0 c/ie m 
casi estremamente rari si e incontrato in- 
grandimenco di diversi 0 tutti i paratiroidi 
(Churchill and Coppe). 

Indicazioni altre che il morbo Reckling¬ 
hausen per la paratiroidectomia sono dis- 
cusse. Dopo un periodo transitorio di gran 
entusiasmo, e diventato chiaro che i risultati 
ottenuti con questo metodo operativo in 
diverse malattie articolari, scierodermia, 
e affezioni di pietra, etc., non sono ne molto 
chiari ne convincenti. Si deve considerate 
la riduzione del tessuto paratiroide (che al- 
lora si trova sempre normale), soltanto se 
si puo fare diagnosi dell’ ipercalcemia, in 
relazione con malattie di questo genere. 

A parte delle storie di casi dell’autore 
proprio, SI danno importanti scoperte della 
iettcratura. 

In complesso, il consigho c offerto di 
mantcnersi screttanieme all’indicazione, di 
maniera che i risultati della paratiroidecto¬ 
mia SI possano tenere favorevoli. 
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W HEN I was studying medicine 
in 1908, spinal anesthesia was 
the subject of lively discussion. 
This procedure had been introduced a 
few years before, and thanks to the work 
of Corning (U.S.A.), Bier (Germariy) 
and Tuffier (France) it was becoming 
widely recognized. In the city of Oaxaca 
on July 2, 1900, Dfs. Ramon Pardo, 
Luis Flores Guerra, Herminio Acevedo 
and Manuel Pereyra Mejia were among 
the first surgeons in Mexico to accept 
and practice spinal anesthesia. In Mexi¬ 
co City the first thesis on the subject 
was written by Everardo Landa and 
Adalid y Castillo. Aureliano Urrutia and 
Julian Villarreal were among the most 
ardent advocates of the method. Since 
that time spinal anesthesia has been so 
widely practiced in Mexico that this 
country can claim a lieu d’honneur in its 
history and advancement. 

When spinal anesthesia was first prac¬ 
ticed, it was resorted to only in opera¬ 
tions'on the abdomen and lower extremi¬ 
ties; instances in which it was used for 
operations on the thorax and upper limbs 
were rare, indeed. The possibility of em¬ 
ploying it in surgery of the head, neck 
and thorax was considered by many, 
among these being Chaput (1901), le 
Filliatre (1901-1904), Jonnescu (1908) 
and others. In Me.xico those who at¬ 
tempted to use it in various regions 
were Villarreal, Lopez, Lfrrutia, Adalid 
y Castillo, Padilla and Moreno. 

Since 1908 I have been stutiving gen¬ 
eralized spinal analgesia, ami the results 
of my investigations have appeared in 
various theses publi'-hed under mv pre- 
ceptorship, such as: “Supraspinal Anal¬ 
gesia.” \4ncente Meza (Mexico City) 
1917: “General .-\nalgesia by Injection 


of Cocaine in the Lumbar Spine,” En¬ 
rique Rodarte (Mexcio City) 1918; 
“Experimental Questions on Spinal An¬ 
esthesia,” Fernando Lopez Clares 
(Mexico City) 1929; and “Generalized 
Spinal Anesthesia, Koster Method,” 
Julio Z. Garza Cantu (Mexico City) 
1935. , All these are on the subject of 
general analgesia. I shall now present 
the results of 30 years of study. I shall 
sketch briefly the history of spinal anal¬ 
gesia, point out priority and describe 
technical details. 

REVIEW OF LITERATURE ' 

Chaput^ stated, in 1901, “Most au¬ 
thors employing cocaine anesthesia in 
the lumbar region admit that it is useful 
for operations on the lower limbs, pelvis 
and lower part of the abdomen. ... I 
agree with Tuffier in regard to opera¬ 
tions on the abdomen and thorax. . . . 
Moreover, I believe that Tuffier’s method 
can be easily applied to operations on 
the upper limbs and perhaps to head 
operations.” In this article he described 
three major operations which he had 
performed on the upper extremities by 
means of spinal anesthesia, with cocaine. 
The first operation was a resection of 
the elbow; the second, resection of the 
olecranon; the third, amputation of the 
hand. In the first two, anesthesia was 
obtained in 9 to 11 minutes; in the third, 
anesthesia was incomplete, reaching only 
the third rib and the patient complained 
of pain; however, his complaints were 
mild and there was only a slight degree 
of tenseness. The writer stated that the 
cocaine had facilitated the operation and 
that without it the amputation would 
have been impossible, especially in a 
nervous and timid patient. He also re- 
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BENlG^i TUMORS OF THE STOMACH 
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FfCURC i 

The photonijcrograph of the myoma 
ilhistrafes the appearance of the fibers 
ni tJie mjojna sliowmg tlje rod shaped 
nuclei with blunt ends (230 \) 


FIOUBB 2 

The pliotomicrograph of tiie fibroma 
illustrates tJie })> ah/need fibers of tlie 
fibroma still containing some of their 
spindle shapi-d nuclei (100 \) 


PU HOrOG\ 

Our obscrv-itions are m iccord with the 
findings of others, that myomata and polypi 
are the n\o most common benign tumors 
of the stomach In Lhason and Wright’s* 
cases, niyomita predominated, \uhilc in 
Ron 7 iniy senes and among our patients 
polypi and polyposis were more numerous 
tlnn myomata 

Frequency of Mahgiitvicy Tliese tumors 
must he cirefuUy c\amined to exclude nn- 
jignanc dcgenention, which was found in 
1 of our cases of polyposis Balfour^ ob- 
serted malignant degeneration in 2 of Ins 
58 cases Our of 2 j cases reported by Miller, 
Clnson and Wright^'’ 8 showed cMcmo 
matous degeneration The concensus of 
opinion uould indicate that from 12 to 60 
per cent of benign pQl>pi eventually be 
come cancerous, as stared by Riglcr and 
I nelson* McRobercs” found microscopic 
evidence of mihgnant degeneration in 4 
out of s cases mtcnsiv el^ studied 
hfluence of Locnip 7 i on SyviptoimtoU 


ogy These tumors may be located at or 
near the cardiac opening of the stomach 
nnd interfere with swallowing, producing 
dysphagia Tins was true m one of our pa¬ 
tients Or they m ty be located tn rlie pylor¬ 
ic antrum and, if pedunculated, interfere 
with the emptying of the stomach, causing 
gastric retention They may also be situated 
m the body of the stomach and not give 
rise to clinical symptoms, but be detected 
only during routine autopsy investigations 
In our senes 60 per cent were m tlie pyloric 
antrum 20 per cent m the body and 20 per 
cent m the cardia Balfour* found 69 per 
cent in the pylons z 6 per cent m the body 
and 5 per cent in the cardiac portion of the 
stomach 

Among our 13 cases of benign tumor of 
the stomach, three types u ere found ni) o 
mata, fibromata and polyps (Figures 1 - 3 ) 

The diagnosis m ri of the 13 casts was 
confirmed by histologic secnons, nken eith¬ 
er b 3 operative means or a 
other 2 cases the diagnosis 
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accidents; that one need not be alarmed 
b}^ pallor, perspiration or chilling on the 
part of the patient; and. that these reac¬ 
tions are but the natural sequelae of high 
anesthesia. He advised no medication 
to increase systolic tension. The only 
contrindication to spinal anesthesia, in 
his opinion, is local infection at the point 
of injection. He had four failures, and 
in his opinion, in none of these was spinal 
anesthesia responsible for the failure. 

Labat, in 1930, presented a slightly 
different technic, whereby morphine and 


tolerated if injected into the cisterna 
magna. Fie believed the Trendelenburg 
position to be mandatory to avoid cere¬ 
bral anemia. Veher used 20 to 24 eg. 
of novocaine in 3 cc., diluted to 6 cc., 
and made the injection in the second lum¬ 
bar space. The Trendelenburg position 
(at an angle of 10°) was maintained 
from 4 to 24 hours after the operation. 

Maxsson stated that the injection of 
160 mg', in the sixth dorsal space pro¬ 
duces sensory blockage of the entire 
body and motor blockage below the sixth 



Fig. 1. Leit. Spinal puncture Nvitlr patient in right lateral decubitus. Puncture may 
be practiced, if preferred, with patient in vertical position; afterwards patient is inclined 
at an angle of 45'*. 

Fig. 2. Right. Patient inclined at angle of 45°. Only in this position must 
anesthetic be injected. 


scopolamine are injected before opera¬ 
tion. For operations above the dia- 
]jhragm the puncture is made between 
the twelfth dorsal and first lumbar verte¬ 
brae, with the patient seated; immedi¬ 
ately after the injection he is placed in the 
Trendelenburg position, which is main¬ 
tained for three or four hours after the 
operation is completed. French novo- 
caine or neocaine, 10 to 20 eg. in 8 cc., 
is used, the injection being reinjected 
in operations above the diaphragm. Very 
rarely is general anesthesia produced by 
this method. 

Veher, in 1931, made studies to de¬ 
termine the amount of novocaine needed 
to produce anesthesia of the head with¬ 
out causing paralysis of the cardiac or 
respiratory centers. Fie concluded that 
those centers are very resistant to the 
action of novocaine. He pointed out that 
whereas a dose injected into the spinal 
canal is tolerated, this same dose is not 


dorsal vertebra, producing general anes¬ 
thesia. 

From this review, it will be observed 
that various procedures have been used 
for spinal anesthesia. Some of them, 
based on the level of the puncture (those 
of Tait and Caglieri, Morton, Jonnesco) 
have been abandoned because of result¬ 
ing fatalities. Others, such as le Filli- 
atre’s method, decrease the tension of 
the cerebrospinal fluid, a method which 
I have used frequently, and even if fatali¬ 
ties do not occur, anesthesia is not al¬ 
ways produefed. Delmas’ method, based 
on the speed with which the fluid is in¬ 
jected, in my experience did not yield 
the results claimed for it by its origi¬ 
nator. The remaining procedure has as 
its basis the effect of the Trendelenburg 
position assumed immediately after the 
injection, the claim being that this posi¬ 
tion increases the diffusion of the anes¬ 
thetic and prevents cerebral anemia. 



BENIGN TUTORS OF THE STO^IACH 
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food in esophagus for hours, and tightness 
around the belt These symptoms may sug¬ 
gest gastric carcinoma, pepuc ulcer, carcin¬ 
oma of the esophagus, cardiaspasm, pylonc 
obstruction, cholecystitis, cholelithiasis, ap¬ 
pendicitis, intestinal obstruction, etc 

As uas true in several of our patients, 
there may be one or more other pathologi¬ 
cal lesions in addition to the benign tumor 
of the stomach Fortunately, the symptoms 
usually suggest the necessity for a tliorough 
gastro-mtescinal \-ray study The frequen¬ 
cy of the occurrence of malignant degen¬ 
eration m benign tumors has been empha¬ 
sized by McRoberts*', Rigler and Erickson*, 
and Miller, Elnson and M^right”' 

PROGVOSIS, TREATMEVT AVD RESULTS 

The prognosis depends upon the condi¬ 
tion of the patient, the type of tumor and 
the associated conditions present Of 15 
cases of benign gastric neoplasms observed, 
8 were operated upon, with i death The 
patient who died was a male, age 72 years, 
who had pyloric obstruction due to a polyp 
obstructing the pylorus The operation was 
gastrotomy with excision of the polyp, as 
simple an operative procedure as could be 
undertaken on this poor operative risk 
However, deatli occurred one week after 
operation, due to cardiac failure Seven pa¬ 
tients made uneventful recoveries after op¬ 
eration and have remained well Two pa¬ 
tients refused treatment and signed their re¬ 
lease The operation in 5 of these cases was 
gastrotomy with excision of tumor Two 
cases had posterior gastro-enterostomy One 
of these had hyperplastic linitis plastica ob¬ 
structing the pylorus, and the other had a 
pyloric ulcer in addition to a gastric polyp 
at the pylorus Recurrences were not ob¬ 
served after operation and malignancy has 
not de\ eloped subsequently in any of the 
cases subjected to operation, accordmg to 
tlie records of our follow-up clinic 

In 3 cases, benign tumors of the stomach 
were encountered during routine lutopsy 



FIGURE 5 

Illuslrates piloric obstruc 
Uon and deformity due to 
JoperpIastJC Jmitjs plastjca 
as seen by x ray examina 
tion. 

examinations One of tliese revealed ndeno- 
carcinoma and polyposis occurring m the 
same stomach Gistnc resection was not 
performed during any operation for benign 
tumor of the stomach 
It IS of pirticular interest to note that 
over a twenty-three year period, 1909 to 
1932 , there were only 5 cases of benign 
tumor of the stomach observed m Jefferson 
Hospital and only 2 of these iverc operated 
upon, neither of them \\ as diagnosed pre- 
opcratively During the past seven years, 
1932 to 1939 , 6 cases were operated upon 
by the senior author, the last 3 of which 
were definitely dngnosed before operation 

SUMMARY 

There arc no definite clinical symptoms 
by which a dngnosis of bemgn tumor of 
the stomach can be made Gastric anal) sis 
IS nor characteristic The \-rjy and gascro- 
scopic examinations arc the tw 
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ZUSAMMENFASSUNG 

Allgemeine Spinalandsthesie 

Die Entwicklung der Spinalanasthesie 
ist in geschichtlicher Reihenfolge be- 
trachtet. Der Autor beschreibt seine 
personliche Technik und liebt die Art 
und Weise in der sich seine Technik von 
anderen unterscheidet hervor. Er fiihrt 
505 Operationen an Kopf, Nacken und 
Brustkorb auf die er niit seiner Technik 
ausgefiihrt hat. 

SUMARIO 

Analgesia Espinal Generalisada 

Un estudio cronologico de la evolu- 
cion de anestesia espinal generalizada 


es hecho. El autor describe su metodo 
personal y llama la atencion en la ma- 
nera que su metodo se diferencia de los 
demas. El anota 505 operaciones en la 
cabeza, cuello y torax que el ha hacho de 
acuerdo a su tecnica. 

RIASSUNTO 

Analgesia spinale generale 

Uno studio cronologico dello sviluppo 
dell’anestesia spinale generale e fatto. 
L’autore descrive la sua tecnica perso- 
nale e dimostra le maniere nelle quali il 
suo metodo e diverso dei metodi degli 
altri. L’A.compila una lista di 505 ope- 
razioni sulla testa, sul collo e sul torace 
che egli ha fatto secondo questa tecnica. 


SUMMER SCHOOL CLINICS 


Summer School clinics will be conducted under 
the direction of the Vancouver Medical associa¬ 
tion from June 25 to June 28, inclusive. Head¬ 
quarters will be the Hotel Vancouver, Vancouver, 
B. C. Speakers will be Drs. William S. 
Middleton, dean and professor of medicine. 
University of Wisconsin Medical school; Fred¬ 
erick L. Reichert, professor of surgery, Stan¬ 


ford University School of Medicine; P. C. Jeans, 
professor of pediatrics, University of Iowa; 
William Magner, department of pathology, 
University of Toronto; and A. W. Farmer, 
department of surgery. University of. Toronto. 
Dr. H. H. Caple, 203 Medical Dental Building, 
Vancouver, is receiving all inquiries regarding 
the clinics. 


INTERNATIONAL OFFICERS 


President, Dr. Andre Crotti, Columbus, Ohio. 

President-Elect, Dr. Fred H. Albee, New York 
City. 

Vice-Presidents, Prof. Dr. Rudolf Nissen, 
Istanbul, Turkey; Prof. Dr. A. Mario Dogliotti, 


Catania, Italy; Prof. Dr. Alexander Stanischeff, 
Sofia, Bulgaria. 

Treasurer, Dr. William Seaman Bainbridge, 
New York City. 

Acting International Secretary, Dr. Max 
Thorck, Chicago. 


REMITTANCES FOR DUES: CHECKS SHOULD BE MADE OUT TO DR. 
BENJAMIN I. GOLDEN, TREASURER, AND MAILED TO MR. RALPH E. 
OSBORNE, BUSINESS SECRETARY, 2543 PARKWOOD AVE., TOLEDO, OHIO. 




PRIMARY GIANT CIRSOID ANEURISMS 


2U 


RIASSUNTO 

AneurUine cirsoidi primat'ic giganfc 

L’aneurisma cirsoide e una malatlia 
molto rara. L'autore ha visto solo un 
caso fra 6000 casi chirurgici trattati 
negU ultimi 12 anni. Ordinariamente, 
Taneurisiiia cirsoide occorre secondaria- 
niente a un’ang'ioiiia congenitale. 


II trauma pud essere il fattore causa- 
II caso qui riportato sviluppd dopo 
il trauma nia I’esistenza prccedente di 
un’angioma non fu scoperta. Uinva- 
sioue deir occhio nccessito I’enuclea- 
zione. Guarigione segiii. Il trattantento 
migliore e la recisione col bistouri in uno 
o parecchi stadii perativi. La progriosi 
e senipre seria. 


PAST PRESIDENTS HONORED 


Living past presidents of the Northern Medical 
Association of Philadelphia were guests of honor 
at a testimonial banquet gi\cn by the Association 
March 18 at the Hotel Tourame, Philadelphia. 
Guest speakers were Dr. W. Wayne Babcock, 
F.A.C.S., and the Hon. Charles Grakelow, 
both *of Philadelphia, Among the past presidents 


honored were Drs. David Riesman (president 
m 1902); Thomas R. Currie (1904); Israel 
Binder; Moses Behrend. F. A. C. S., F. I.C. S. 
(1916); A. C. Morgan; Bernard Mann, F.A. 
C.S.; M. Bernstein; B. Ulanski; V. R. Man¬ 
ning; and Hyman I. Goldstein (1939). 


Dr. Francisco Fonseca Garcia, secretary of 
the Mexican chapter of the International College 
of Surgeons, has been decorated by the French 
Government with the Academic Palms. 


Professor E. MaragUano, professor emeritus 
of clinical mcdjcine in the University oi Genoa, 
founder of the first Italian institute for scientific 
and practical studies on tuberculosis, has died a- 
the age of 91 years. 


Dr. James D. Bruce, of the University of 
Michigan, who was chosen president-elect of the 
American College of Physicians last year, was 
inducted into the office of president at the con¬ 
gress of the College held in Cleveland in April. 
He succeeded Dr, O, H. Perry Pepper, of 
Philadelphia. Dr. Roger I. Lee, of Boston, 
formerly professor of hygiene at the Harvard 
Medical School, was chosen president-elect. 


Dr, Elliott P. Joslin, urofc'- c; 

medicine, emeritus, at :hi Htrrard 
School, has been named -ciersSK.r lo • . liris- 
Dr. Harvey Cushing hjxrary zh>. - 
the Division of Mcdicn^ aiii Public ' -Jii~ ■ 
the President’s Cp m.— j; Univer- 7.; 
opment. The Commnrtr i u- ‘ ' ' 

additional ciiJo\%n3tia ilr ant Jftdici. At" 

Yale University. 


REQUESTS FOR INFORMATION AND 
MEMBERSHIP. MEMBERSHIP OR FELLO 
COLLEGE OF SURGEONS SHOULD BE 
OSBORNE, BUSINESS SECRETARY, 2543 1 
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in which the pterygium has had an ex¬ 
cessive development, as a general rule, 
the corneal tissue is involved. 

Another important anatomic fact is 
that the dissection should be from the 
periphery towards the center. This de¬ 
tail has given rise to special methods 
which will be treated in the course of the 
article. 

ETIOLOGY 

Very little is known of the etiology of 
pterygium. According- to Horner, 
Fuchs, Zehender and other opthalmolo- 
gists, it originates in the pinguecula. 
Degeneration of the conjunctiva pro¬ 
duces a fatty infiltration of the intimate 
structure of tliis membrane and the mem¬ 
brane under it (the episcleral tissue), 
this degeneration resulting in a certain 
degree of mobility of the conjunctiva. 
In the pinguecula there is, in addition, 
new formation of elastic tissue, which 
shrinks the conjunctiva; when the tissue 
invades the sclerocorneal limbus it is 
easy to explain, up to a certain point, 
the retraction suffered by the conjunc¬ 
tiva and the formation of the fold of 
membrane which constitutes the ptery¬ 
gium. 

Flowever, recent biomicroscopic stud¬ 
ies made by Coby and Galemaerts have 
demonstrated that the pinguecula is a 
senile degeneration of the conjunctiva 
and that it exists constantly in persons 
of advanced age. Therefore, the fre¬ 
quency of pinguecula does not corres¬ 
pond to that of the pterygium. On the 
other hand, there are other factors which 
contribute to its formation, such as pow¬ 
der, smoke and irritating gases, intense 
sunlight or other light, heat, etc. Its 
occurrence is exceptional in persons not 
exposed to one or more of these irritants. 
Pterygium frequently is found among 
the wealthy and, what is more curious, 
these cases have the characteristics of a 
hereditary disease. 

Among the causes given have been 
slight trauma of the margin of the cor¬ 
nea which would incite the incursion of 


vessels in the conjunctival tissue of the 
cornea. Furthermore, this theory has 
been somewhat confirmed by the pres¬ 
ence in the cornea of multiple small 
marginal ulcerations seen only by means 
of the slit lamp. 

The vascular theor}'^ of pterygium for¬ 
mation is of great importance and has 
inspired a number of operative technics 
ancl therapeutic measures which usually 
give good results. One of the most ar¬ 
dent defenders of this theory is Prof. 
Obarrio of Panama, who has made a 
careful study of the vessels of the ptery¬ 
gium. According to this author, if the 
vessels end by forming loops after extir¬ 
pation, the pterygium does not recur, but 
if they end in brush form which is di¬ 
rected towards the cornea, their recurr¬ 
ence is almost certain. To avoid it he 
advises cauterization, repeated until the 
desired modification in the vessels is ob¬ 
tained. 

Terson attributes great importance to 
the pinching of the conjunctiva which 
determines the formation of the pin¬ 
guecula. 

In truth, the etiology is obscure and 
in certain cases one might invoke one or 
more of the causes mentioned. It is also 
necessary to cite other more obscure 
causes, such as alcoholism, hot climates, 
neurotrophic disturbances, etc. 

TREATMENT 

The treatment of the pterygium is 
surgical but even nowadays the results 
are uncertain. Analyzing, on the one 
hand, some of the operative methods 
which have been used, and on the other 
hand, the mistakes, faulty technic, and 
even the lightness with which this dis¬ 
ease is considered, it is seen that a great 
number of the causes of failure reside 
not in the tenacity and recurrence of the 
condition, but in the difficulty of per¬ 
forming the operation in an irreproach¬ 
able manner and in the belief that the 
thing is a simple one, whereas in reality 
it is not. 
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third stage in which surgeons concen¬ 
trated their attention on scraping and 
cauterizing the head of the pterygium 
with the thought that a great improve¬ 
ment had been made in the treatment of 
the disease. However, failures still oc¬ 
curred and the ingenuity of the opera¬ 
tors was called into play to invent new 
methods of attaining success. Modifica¬ 
tions were then adopted in accordance 
with experience and the different the¬ 
ories of etiology. Thus were brought 
into practice the procedures of inversion, 
pricking, deflection, transplantation, 
forcible separation, etc., some of which 
are still used at the present time with 
good results. 

It would be tedious to review all of 
these technics, but they may be men¬ 
tioned by groups, placing together those 
which have common characteristics and 
are essentially identical. At the same 
time their advantages, defects and dis¬ 
advantages will be pointed out. 

METHODS OF EXCISION 

The methods of excision consist in 
extirpating the pterygium. If the body 
is triangular or quadrangular in form, 
the head is carefully loosened and re¬ 
sected. After scraping and cauterization 
of the bloody part of the cornea, the 
wound is sutured by simple approxima¬ 
tion of the edges. Usually a horizontal 
scar remains; some uncovered areas of 
the sclera are left uncovered, these clos¬ 
ing by granulation. The result is in an 
enlarged, irregular scar and if the ex¬ 
cision is ample, the conjunctiva hangs 
over the cornea, causing recurrence or 
the formation of a false pterygium (figs. 
3-6). 


METHODS BY EXCISION AND CON'JUNC- 
TIV.'tL .\UTOPL.\STY BY TRANSFERENCE 


These methods are. in princii)le, the 
same as those described above, but in 
order to close the wound and avoid in 
part irregular scars, e.xcision of the 
pterygium is followed by incision and 


detachment of the conjunctiva, thus per¬ 
mitting an easier transference and the 
approximation of the edges by means 
of sutures. Some of these have the dis¬ 
advantage that the remaining tissues 
project over the cornea, produce folds 
in the conjunctiva and cause horizontal 
scars (figs. 7-10). 

One of the typical technics of this 
category is that described by Dr. Daniel 
M. Velez, consisting in excising the 
pterygium in its entirety and later mak¬ 
ing an ample debridement of the con¬ 
junctiva towards the upper and lower 
parts of the cornea. By this ingenious 
detail the conjunctiva is easily freed and 
the portion showing loss of tissue as a 
result of excision of the pterygium may 
be covered. 

METHODS BY EXCISION AND DEFLECTION 

These methods, wdiich are more nearly 
perfect than any previously described, 
entail more autoplasty and the formation 
of a deflected scar with respect to the 
palpebral fissure. Terson, Fernando 
Lopez, Uribe Trincoso, Lipscomb and 
others use these methods. 

METHODS BY SIMPLE DEFLECTION 

With simple deflection the pterygdum 
is uprooted and transferred to another 
place. Desmarres was the first to put 
this idea into practice. He first dis¬ 
sected the pterygium and then placed it 
in a new bed on the conjunctiva; after¬ 
wards he inserted it under the conjunc¬ 
tiva in order to cause a definite deflection 
of the vessels and to provoke the atrophy 
of the pterygium (figs. 11 and 12). 

Later MacReynolds modified this pro¬ 
cedure. inserting only the head, without 
total dissection of the pterygium, which 
is accomplished through an incision 
made on the lower edge of the pterygium 
(figs. 13 and 14). These procedures are 
inspired by the preponderant role at¬ 
tributed to the blood vessels in the for¬ 
mation and recurrence of the pterygium. 



.»•' ”ips,rK”'Hs. r^^::.... >»' 


« , ^^opUsty 

tS" ”<eo"'’*r° 

>»' “i‘;s<,r£"'^r fS. - '“'■ 

ettt w *e reac^®^ ?^uipat'°" ”* ot Orlr'^ 

fi>r ««■ "iSrrrs ®"£S“‘ 
iwi?ss';srfvr».'* ■" 

.. 4 ««“ ...™s««»'‘ ,.„,teoi 


-.Ot 


rtSsf^sSsss"' .o,...- 

or re''=''‘= , tVwiotto'’'^|.ember. 
to preve' torrrjed tVW srt>g^= 

ot f39.^vrtV'0«^" 

NO of 

"ss 


Rfisuw® -,,r,ali5C‘^ „ 
,,,a,c»«« s^’":: .^o\ut'9" 

'udno>=Xs^V''‘>‘\t/ ^ 

itiftere do^ creo" tt'' 

„onb out teco 


f nficrt'’'*’" 

Ttfcof or 

''SSs'S?" 


\ 

6S 


224 


JOURNAL OP THE INTERNATIONAL COLLEGE OF SURGEONS 


conjunctival blood vessels. The variety 
of these procedures is almost infinite, 
as an incision made farther up or farther 
down, a flap placed upward or down¬ 
ward, and differences in the shape, size 
and number of the incisions constitutes 
sufficient motive for describing- a new 
procedure for each variation in technic. 
Typical methods are those of Dr. Fer¬ 
nando Lopez, who makes a small tri¬ 
angular flap, thereby obtaining an ob¬ 
lique and lineal scar (figs. 15-18) and of 
Dr. Terson, who makes a rectangular 
flap which descends and covers the con¬ 
junctival breach (figs. 19 and 20). Some 
of the procedures of this category have 
the great defect of making too ample 
dissections of the conjunctiva, the re¬ 
sulting flaps hanging over the cornea 
and covering its bleeding portion, thus 
leading to recurrence. Another objec¬ 
tion to these procedures is the difficulty 
of their complicated technics. 

METHODS OF TRANSPLANTATION 

These methods consist in replacing the 
pter 3 fgium by a piece of conjunctiva 
taken from the unaffected eye, if it is 
healthy, or from the healthy part of the 
diseased eye. Instead of a conjunctival 
graft a portion of labial mucous mem¬ 
brane or even a bit of skin may be used. 
These procedures can be recommended 
only in the almost irreparable cases, such 
as those in which the pterygium is com¬ 
plicated by symblepharon, atrophy of 
the conjunctiva or marked retraction of 
the tissues and with immobility of the 
ocular globe, a frequent sequela in cases 
of pteiwgium which have been operated 
upon and have recurred several times. 

METHODS BY FORCIBLE SEPAR.A.TION 

These do not exactly constitute a 
group of procedures but rather of varia¬ 
tions employed by operators. Attention 
is called to the manner in which some 
operators separate the head from the 
remainder of the pterygium; that is 
to sa}-, they make a real extirpation. 


proceding from the periphery towards 
the center. For this soine use a 
squint hook; and Prince, Webster, Fox 
and others accomplish this by means of 
sutures previously placed in the body of 
the pterygium. In this^roup are those 
operators who dissect^from the peri¬ 
phery towards the center. The extirpa¬ 
tion is easy and almost never is a residue 
of the pterygium left in the cornea. Oper¬ 
ating from the periphery towards the 
center has an anatomical foundation. 

DEFECTS AND MISTAKES IN TECHNIC 

From the foregoing enumeration of 
some of the principal operative methods, 
it will be seen that defects and mistakes 
in technic abound and among them are: 
too wide dissection of the conjunctiva, 
especially if this is made in the sclero- 
corneal limbus itself which makes auto¬ 
plasty at a later date difficult and pre¬ 
disposes the conjunctiva to project over 
the cornea; the development of horizon¬ 
tal scars and of folds produced by gran¬ 
ulation tissue abundant proliferation of 
the vascular tissue; the persistence of the 
hypertrophied episcleral tissue which 
raises the conjunctiva and makes it more 
bulky, so that it is easily moved and 
folded by the eyelids; failure to dissect 
carefully the head of the pterygium, 
which ma)'- have left residue of the 
cornea; the exaggerated scraping of the 
bleeding surface of the cornea or the 
cauterization which is made to destroy 
the rest of the pterygium, both of which 
only provoke an extensive and profound 
loss of substance and the destruction of 
Bowman’s membrane, giving rise to a 
scar which will fill the breach with granu¬ 
lation tissue and which will cause recur¬ 
rence. Finally, the tearing of the flaps, 
the imperfection of the operation and 
some other defects of less importance 
must be taken into consideration. All 
represent a very important contingent in 
the recurrence of the disease, which 
usually is attributed to its tenacity. 
However, an operation performed care- 
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sumes a form similar to that of the 
healthy conjunctiva. 

After 25erforming this jDart of the op¬ 
eration, an incision is made on the por¬ 
tion of the conjunctiva farthest from the 
limbus (A-B, fig. 23). Another incision 
{C-D, fig. 23) of the same size and in 
a direction opposite to that of the former, 
2 mm. from the limbus, is made. The re¬ 
sult is two small flaps opposed by their 
vertex. 

By means of a suture the end of flap A 
is taken to the bottom of the incision in 
C-D^ and the point of flap C is taken to 
the bottom B of the incision A-B (figs. 
23 and 24). 

From this removal of the flaps an 
N-shaped wound results; a scar com¬ 
pletely perpendicular to the palpebral slit 
forms, provoking a diversion of the ves¬ 
sels also in this direction (fig. 24). 

To finish the operation, as many 
stitches will be taken as are necessary to 
obtain the correct support of the flaps 
and to avoid their projection. A stitch 
should systematically be applied between 
the portion adhering to the limbus and 
the diverted flaps (fig. 24). 

In the technic just described two prin¬ 
cipal details stand out: The first is the 
necessity of respecting the foot of the 
pterygium, too wide dissection of the 
conjunctiva being thus avoided; the 
second is the necessity for removing the 
episcleral tissue so that the conjunctiva 
is permitted to return to its normal rela¬ 
tions with the sclera, to which it adheres, 
and this, in turn, prevents it from being 
pinched and traumatized by winking. 

The results obtained with this proced¬ 
ure are satisfactory, although there 
have been some recurrences. Precau¬ 
tions are less necessary with this pro¬ 
cedure than with many others and the 
slight mobility of the conjunctiva over 
the cornea does nut make the use of 
a binucular bandage indi^I)e^^alJle as in 
the other classical jirocedures. 

In additiun to these operative meth¬ 
ods. the author has used several phvsical 


agents for the treatment of pterygium, 
among them diathermocoagulation and 
roentgenology. 

The action of diathermocoagulation, 
despite its penetrating, modifying and 
sterlizing effect, acts as a simple burn, 
and no matter how completely it is done, 
it leaves elements in the cornea sufficient 
to provoke its recurrence. If some au¬ 
thors have been satisfied with the pro¬ 
cedure, it is probable that their conclu¬ 
sions in most cases have been premature 
and that they have published them only 
because of their enthusiasm over the 
immediate results. 

Roentgen rays are not capable of de¬ 
stroying a pterygium as they destroy a 
neoplasm, but they can convert a pro¬ 
gressive pterygium into a stationary one, 
making it thinner, more pallid and poorly 
vascularized and therefore, more easily 
tolerated by the patient. A series of post¬ 
operative irradiations was given by the 
author in those cases in which a tendency 
towards, reproduction was noticed. 

SUMMARY 

The etiology of pterygium is obscure. 
It is probably caused by one or more of 
the following factors: degeneration of 
the conjunctiva with simultaneous form¬ 
ation of elastic tissue in the pinguecula; 
powder, smoke and irritating gases; in¬ 
tense light or heat; and trauma. The 
author’s technic of operation, herein de¬ 
scribed, is a combination of what he 
considers the important elements of op¬ 
erations commonly practiced for this 
condition. Results obtained Avith his 
procedure have been satisfactory, al¬ 
though there have been some recur¬ 
rences. However, fewer precavttions 
are necessary with this method than with 
maiw others. 

RfiSUMfi 

Lc traitement tin plerygion 

L’etiologie de cette affection est ob¬ 
scure. Parmi les facteurs etiologiques 
on pent citer; degeneration de la con- 
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Fig 1 Foot of pterjgium indicated by the dotted 
lines 

Fig 2 Foot of pterygium and die episcleral tissue 
Riled %vith fatty cells 
Figs 3 and 5 Methods by simple excision 
Figs 4 and 6 Same procedure as m Figs 3 and 3 
with sutures 

Fig 7 10 Methods U> excision and con;uncti\dl 
autoplasty by transference 


In the eaiher days of medicine the 
treatments for pterygium wei e excision, 
cauterization and ligation, but the end 
result was alwa)s recuirence Later, 


simple excision was complemented by 
sutuie ot the wound In 1854 Cocaus 
pointed out the ad\ ant f ' n 
preventing recurrence 
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T he maintenance of the normal hy¬ 
drogen ion concentration of the 
blood is of greatest importance. 
Judged by its volumetric value, blood 
plasma is strongly alkaline, although 
the pB. is 7.38; but the ionic reaction by 
electrometric methods reveals it to be 
only slightly alkaline and almost neu¬ 
tral. 

The discrepanc}'^ between these two 
tests is due to two causes: ( 1 ) the pres¬ 
ence of buffer salts, consisting of H and 
OH ions, which may be supplied accord¬ 
ing to the needs of the organism to neu¬ 
tralize excessive acids or bases in the 
blood; ( 2 ) the resistance of the blood to 
changes in reaction, in addition to hy¬ 
droxyl ions, which makes it capable of 
neutralizing acids, this being the mech¬ 
anism whereby the organism defends it¬ 
self from the invasion of acid products 
of metalbolism. 

The ionic and osmotic equilibrium of 
the plasma is maintained by carbonic 
acid, a weak and volatile acid which can 
easily be eliminated through the lungs. 
It is' formed from the products of or¬ 
ganic combustion, the resulting COo be¬ 
ing dissolved in the form of H 2 CO 3 . 

The quantity of CO 2 in the blood is 
an indicator of the fixed acids contained 
in the blood, just as the tension in the 
pulmonary circulation indicates the CO 2 
tension of the alveolar air. A decrease 
in the alveolar carbon dio.xide combin¬ 
ing power indicates an alteration in the 
hydrogen ion equilibrium or the pres¬ 
ence of acids in the blood, and inversely, 
an increase of the alveolar CO 2 indi¬ 
cates a reduction of the fixed acids of the 
blood. 

The acidity of the blood depends on 
it> capacity to combine with CO 2 . When 


this capacity is reduced by the pi 
of acid products of metabolism to 
at which the acid products exct 
alkali reserve, acidosis results. ( 
other hand, when the balance b 
the alveolar CO 2 and the combine 
of the blood is constant, there 
only a reduction of the alkali res( 
the blood. The acidosis would 
compensated if a real increase in 
ions occurred, a result which wot 
low the formation of acids in : 
ance; this is observed only in tl 
ments preceding death. 

The principal buffers are bicar 
of soda, mono and dibasic phosj 
proteins and hemoglobin. 

When the bicarbonate concent 
of the blood is lowered, it is su] 
that the alkali concentration is als 
ered. This alkali reserve is in 
ratio to the bicarbonate contents 
always reduced in the presence i 
normal metabolic processes, as i 
betes, when organic acids are in 
sive quantity. For the maintenai 
the normal pii of the blood it is 
sary that the reduction of the alk 
serve be balanced with the equi 
lessening of the CO 2 tension. 

An aid in this regulatory proc 
the respiratory system. The respi; 
center is a regulator of the circitl 
pulmonary equilibrium and for thi 
son of the acid-base equilibrium 
blood, according to the theories of 
terstein and Haldane. 

The kidney, which eliminates 
whether it is acid or alkaline and 
way subtracts from the organis 
acid or alkaline valencies, also ass 
maintaining a constant acid-base 
librium. When the kidney does not 
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Figs J3 J4 Mrlbods 1 
marres and MacRc>nolds) 
Figs 15 20 Methods bj 
nandoLjpcz Terson) 

MacReynolds’ method gives good re¬ 
sults with respect to nonrecurrence but 
the 1 eddish and hulhy appearance of the 
eonjunetu a ))ersibts for a long tune Ills 
pioceduie also has the advantage of not 
dibbteting the ptery giuiii a circttinslance 
ivhich IS piincipally responsible for the 
good results obtained 


Simple deirction (Des 
autoplasty of flap (Fer 


METHODS BY AUTOPLASTY OF FLAP 
These procedures coiibi^st ot excising 
the pterygium and coNenng the exposed 
aiei Mith Lonjunctual flaps, to meet two 
cardinal piirpObCs (1) to replace the 
tliseascd conjunctua with normal con- 
luiictua, and (2) to properl} place the 
operate e scar and the direction of the 
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tiuK* "t liie blood, the blood 
urea, the leucocyte count and the blood 
’)re>-^ure should all be tested carefully. 
I.tctlu narcotics j^iven before the opera¬ 
tion tiSsi-t iit allayiitt^ the patient's fears. 

t'hillinet or trauiuatisni to the tissues 
' 'r viscera durinp; the operation may pro- 
dttce acidosi<, as will also hemorrhage 
with secondtiry tinemia and the lessening 
of the blood volume. 

I )ne of the principal causes of acidosis 
iti surgery is the anesthetic, especially 
chloroform. Ether decreases the alka¬ 
line reserve and ])rovokes a lowering of 
the blood ])ressure. according to Cannon; 
1 tale has shown that ether provokes al- 
ter.ations of the ctipillary walls which 
make them more \)erme:ible. permitting 
the ilow of pkisma into the interstitial 
'pace', and this, in turn, lessens the 
blood volume. :t decrease in blood pres¬ 
sure and other previously described 
'viiuelae occurring. Granten found that 
l"cal ane.'ihesi.a c:in also produce this 
Condition. In sjiinal anesthesia the pres¬ 
ence of acetone in tlie urine has been 
fouml in 40 ])er cent of the cases, but 
real acido^si?. has not been demonstrated. 
With 'odium jientothal a transitory low¬ 
ering of the arteritd blood pressure is 
observed.. I'ndoubtedly the best anes¬ 
thetic i' one consisting of a itii.xture of 
diifferein cta-e'. Ealsoforme is an inhal- 
;uu ane'lltetic tint we frequently employ 
a.nd V.ith which we have observed onlv 
a slight tr.ansiiory lowering of the blood 

c.erative tre.atmenl should in- 
c’.'c.d., • r -t .and I'olati'in and the avoid- 
ta •• ■ lull' I piium and its derivatives 

■; ' ' . .dmini'tered according to the 

■ ’ :''v patient Abundant liquids 

- ■ ■ ' _;\en by enteroclysis. hypo- 

'■ bv nii>uth Infection is 
;av f.;et..r in acidosis and 

d. ati ! i e e,u n ded against. 

'VMPi'ot.ts uF xcruusis 

:oe-pite preca.ut’.Mns, acidosis should 
‘ A '. {t., clin.ica.l manifestations ap¬ 


pear usually from the second to the third 
day. The prodromal symptoms are in¬ 
stability, insomnia and slight dyspnea, 
followed by hyperpnea without cyanosis, 
bilious vomiting (never dark), depres¬ 
sion and apathy, cephalalgia, lo\Yering 
of the arterial pressure, rapid pulse (120 
to 150 or more), cold sweats, cyanosis 
and chilling of the extremities. The face 
may present a peritoneal facies, evith 
sunken eyes and dry, red tongue and 
gums. The breath may have an acetone 
odor. The abdomen is always painless 
and soft, exhibiting a condition inter¬ 
mediary between that in which pathology 
is present and that in which symptoms 
are absent. The urine contains albumin 
and casts, and perhaps acetone, diacetic 
and beta-oxybutyric acids. The absence 
of these ketonic acids in the twine does 
not preclude the diagnosis of acidosis. 

D1FFERENTI.\L DIAGNOSIS 

Among the postoperative syndromes 
to be considered in the differential diag¬ 
nosis of acidosis are acute peritonitis, 
intestinal obstruction, paralytic ileus and 
acute gastric dilatation. In each of these 
four conditions local symptoms, such as 
tympanites and rigidity, are present; 
vomiting is bilious at first, but the vom- 
itus soon becomes dark or green in color. 
These symptoms are not present in aci¬ 
dosis. 

In alkalosis there are always painful 
muscular contractions, with acid and 
dark colored vomitus, dry skin and mete- 
orism. without rigidity. These symp¬ 
toms are not found in acidosis. 

In hepatic disease, acute nephritis and 
uremia, clear and ])recise symptoms are 
usually present, corresponding to the 
pathologic entity which they accompany. 
Laboratory findings, however, are more 
than sufficient to make the differential 
dia.gnosis. 

TREAT.MENT 

The treatment consists essentially in 
the admini'tratinn of fluids charged with 
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fully with some of the procedures herein 
mentioned, the operator being guided 
strictly by the exact details of the opera¬ 
tive technic, is likely to give excellent 
results. Otherwise it is hard to explain 
the fact that they are recommended and 
used by their respective authors. 
STANDARD OF OPERATIVE TREATMENT 

After the defects have been pointed 
out, it is fitting to indicate the standard 
by which operative methods should be 
governed. For all practical purposes 
the)' may be reduced to three; 

1 Careful dissection of the head of 
the pterygium from the periphery 
to the center of the cornea, respect¬ 
ing Bowman’s membrane and the 
corneal tissue. 

2. Respect for the pedicle of the ptery¬ 
gium and avoidance as nearly as 
possible of the dissection of the 
pterygium itself, with ample exci¬ 
sion and dissection of the conjunc¬ 
tiva. 

3. The making of an e.xact autoplasty 
without stretching, projection of 
the conjunctiva over the cornea 
being avoided and an attempt be¬ 
ing made at the same time to ob¬ 
tain a scar remote from the pal¬ 
pebral slit, in 01 der that the blood 
vessels may be properly directed. 

The author’s method which is de¬ 
scribed below has given good results. 
It is a selection of elements and details 
taken from various procedures. 

AUTHOR'S TECHNIC 

Anesthesia is induced by instillation of 
a solution of cocaine with the addition 
of 5 per cent adrenalin and the injection 
of a small amount of novocame into the 
body of the pterygium 

The head of the pterygium is grasped 
with a forceps u nh bglit traction. A 
cataract knife is inserted under the ptery¬ 
gium towards the limbus, and with the 
back of the knife the dissection is made , 
slowly from the periphery towards the 


center, the operator taking care not to 
leave any residue over the cornea. If the 
dissection has been done well, a smooth 
surface slightly brilliant, mirror-like and 
transparent, will remain, corresponding 
to the external layer of the cornea. To 
make this dissection accurately it is well 
to use a binocular loupe. 



Figs 2\-2A Author's tcclinic. 


Once the pterygium is dissected, it is 
grasped by the vertex with a fine forceps 
and the portion corresponding to the 
head is cut with a small scissors, care 
being taken to make the cut in a direction 
perpendicular to the fold. The result is 
in an oval-shaped loss of substance, 
whose greatest diameter is vertical (fig. 
21 ). 

The remainder of the pterygium is 
grasped at the edge of the wound with 
a forceps and is brought towards the 
palpebral commissure, in which position 
it is maintained by the assistant. JMeaii- 
while the operator removes the body of 
the pterygium from the liypertropliied 
episcleral tissue, exercising,care not to 
tear the conjunctiva, either at the foot 
or at the fold portion corresponding to 
the body. It is surjirising at times to 


see the (juantity of fatty t' tvliii 
must be removed to leave cl 

and to note how the con' s-l 

forms the body of the i. 
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diferenciarse cle peritonitis agiida, ob- 
struccion intestinal, ilio paralitico y dila- 
tacion gastrica. El tratamiento consiste 
en la administracion de fluidos con sflu- 
cosa, msulma, alcalinos y transfusion de 
sangre. 

RIASSUNTO 

UAcidosi nella cJiintrgia 

I fattori chimichi e fisiologici che 
producono I’acidosi sono descritti. 
L’acidosi occorre generalmente quando 
il biossido di carbonio nel plasma san- 
guigno e ridotto a meno di 55 volumes 
per cento. Nel Messico, tuttavia, la con- 
dizione normale e, per approssimazione, 


10 volumi pin bassa che la media al 
livello del mare. Aiuti per prevenire 
I’acidosi nella chirurgia sono una dis- 
posizione di mente favorevole nell’am- 
malato; prove complete di laboratorio, 
comprendendo prove di funzione di rene 
e di fegato; evitazione di raffi-edda- 
mento subitaneo e traumatismo durante 
I’operazione; e la scelta deiranestetico- 
corretto. Si deve differenziare Tacidosi 
chirurgica dalla peritonite acuta, dall’- 
ostruzione intestinale, ileo paralitico e 
dilatazione gastrica. II trattaniento con¬ 
siste nella somministrazione di liquidi 
con glucosio, insulina, alcali e di trasfu- 
sioni di sangue. 



Dr, William D. Haggard, of Palm Beach, 
Florida, died January 28 at the age of 67 years. 
He was past president of the American Medical 
Association and of the American College of Sur¬ 
geons. At one time he was professor of surgery 
and clinical surgery at Vanderbilt University. 


—o— 

Revista Me.vicaiia Mcdiciaa dedicated its 
January 10 number to the Mexican chapter of 
the International College of Surgeons. 


Revista Mexicaua Pasteur dedicated its Febru¬ 
ary number to the Mexican chapter of the 
International College of Surgeons. 


Dr. Werner Spalteholz, Dr. Med. and LL.D., 
professor of anatomy at the University of Leipzig, 
died January 12. 


— 0 — 

Dr. Rene J. Dubos, of the Rockefeller In¬ 
stitute for Medical Research, was presented with 
the John Phillips Memorial Award for meri¬ 
torious work in internal medicine at the annual 
congress of the American College of Physicians, 
which opened at Cleveland on April 1. 

— 0 — 

Sir Robert Hutchison was reelected presi¬ 
dent of the Royal College of Physicians, London, 
on March 18. 


THE NEXT INTERNATIONAL ASSEMBLY OF THE INTERNATIONAL COL¬ 
LEGE OF SURGEONS WILL BE HELD IN MEXICO CITY, MEXICO, AUGUST 

10-14, 1941. 
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junctive a\ec formation siiiniltanee de 
ti'i'iu clastique dans la pinstiiecule, pou 
die, fiimee ga? ii i itants himieie intense 
etgrande chaleiii tiaiimstisme L’aiitetii 
deci It en detail la technique de son opei a- 
tion Ses resultats fnret satisfaisants, 
quoiqii’il eiit qnelqucs recidives Nean- 
mois, moms de precautions sont neces- 
saires avec sa methode qu'aiec les autres 
inethodes 

ZUSAMMENFASSUNG 
Die Behatidluug da Ptciygimn 
Die Atiologie des Pterygium ist noch 
dunkel Es wird w ahrs'-heinlicli diirch 
einen oder mehrere der folgenden Fak- 
toren hers orgerufen Degeneration der 
Conjunctna mit gleiclizeitiger Bildung 
elastischen Gewebes in der Pinguecula, 
Staub, Rauch und reizende Case, starkes 
Licht Hitze uikI Tiaunia Die Opera 
tionstechnik des Autors ist erne Kombin- 
ation aus den svichtigsten Teilen der 
verschiedenen Methoden die bisher ge- 
braucht wui den Die Resultate niit 
dieser Methode uaren zufnedenstellend 
obgleich einige Rezidu e vorkamen Iilit 
dieser Methode ist weniger Vorsicht 
notig als nut sielen andeien 

SUMARIO 

El tiaiamiento del tengeon 
La etiologia del tengeon es obsecura 
Este es probablemente causado por uno 
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o iins <le los factoi es sigiiieiites degen 
eracion de la conjunctna con la foima- 
cion siiiiultaiiea de tejido ehstico en la 
pmgueciiia poKo, huiiio \ gases ini 
tantes. luz mtensa ) calor, y tiaumatis- 
1110 La teemea de operacion del autor, 
desciita aqiii, es iina coiiibinacion de lo 
que el considera los elementos impor- 
tantes de operacioiies comunmente prac- 
ticadas por esta operacion Los resulta- 
dos obtenidos con este precedimicnto ban 
sido satisfactonos, aunqiie hallan habido 
algunas rccurreiicias De cualquier iiiodo 
las precaiiciones son menos con este 
nietodo que con cualquiera de los otros 

RIASSUNTO 

La cm a del fifengw 
La etiologia del ptengio e oscura 
Piobabilmente e causata da uno o piu dei 
seguenti fatten dcgciierazione della 
congiuntiva colla forniazione, sumiltane- 
amente, dei tessuti elastici nella pingue- 
cula, polvere, fume e gassi irntanti, luce 
0 calore iiitenso c trauma II tecnico 
dell autore, qm descritto, e, egb consid¬ 
era. una coiiibinazione di tiitti gb ele- 
menti iiiipoi tanti delle operaziom ordm- 
ariaiuente praticate per qiiesta condizi- 
one I risultati ottenuti con il siio pro- 
ccdiniento soiio soddisfacenti beiicbe ci 
sono stat! del ricoirimenti Tuttaiia, 
nieno prccauzioiu sono necessane con 
questo nietodo die con luolti altn 


APPLICATIONS FOR SCIENTIFIC EXHIBITS FOR ASSEMBLIES SHOULD BE 
ADDRESSED TO DR CHARLES H ARNOLD, SUITE 903, 94 O ST, LINCOLN, 

NEBRASKA 
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SUMARIO 

inestesia de las amigdales faringeales 
a traves de la nans 

El autor obtiene anestesia de las amig- 
dalas far ingeales introduciendo en la 
porcion mas aiicha de las cavidades 
nasales uiia sonda, uno de cuyos extre- 
mos se ha envuelto con algodon y ha 
sido sumergido en una solucion aneste- 
sica. 


RIASSUNTO 

Anestesia dcllc tonsille fariiigee 

L’autore ottiene I'anestesia delle ton¬ 
sille faringee coll’introduzione di una 
sonda che contiene sulla punta un poco 
di cotone bagnato colla soluzione anes- 
tetica nella parte pin large di una delle 
cavita nasali. 



NATIONAL GASTROENTEROLOGICAL ASSOCIATION 


T he fifth annual convention of the National 
Gastroenterological Association will be held 
June 4, 5 and 6 at the Hotel Roosevelt, New 
York City. Members of the e.xecutive board will 
take turns in presiding over the scientific sessions. 

Dr. Anthony Bassler, of New York, is presi¬ 
dent' Dr. Horace W. Soper, of St. Louis, first 
vice-president; Dr. C. J. Tidmarsh. of Montreal, 
second vice-president; Dr. Felix Cunha, San 
Francisco, third vice-president; Dr. Roy Upham, 
New York, secretary-general. 

Papers will be presented by Drs. W. Wayne 
Babcock, of Philadelphia; Chester S. Keefer, of 
Boston; Max Einhorn, of New York; Stanley P. 
Reimann, of Philadelphia; A. L. Levin, of New 
Orleans; J. Louis Ransohoff, of Cincinnati; 


Robert Zollinger, of Boston; J. S. Diamond, S. 
.A,. Siegel and S. Myerson, of New York; Richard 
B. Cattell, of Boston; Charles A. Doan, Philip 
T. Knies and Clark P. Pritchett, of Columbus, 
Ohio; Willard D. Mayer, of Detroit; L R. Jan- 
kelson and Charles W. McClure, of Boston; Boris 
P. Babkin, of Montreal; G. M. Russell, of Bil¬ 
lings, Mont.; J. D. Adamson, of Winnipeg, Can¬ 
ada; J. Harvey Black, of Dallas, Texas; Horace 
W. Soper, of St. Louis; Isidore Cohn, of New 
Orleans; Anthony Bassler, of New York; Tate 
Miller, of Dallas, Texas; and Harry P. Smith, 
of Iowa City, Iowa. 

Round table conferences will be held during the 
luncheon hour each day. 

Dr. Henry Kendall, of New York, is chairman 
of the program committee. 


Sir Humphry Rolleston has been admitted to 
honorary fellowship in the Royal College of Sur¬ 
geons, London. Since 1924 he has been chairman 
of the executive committee of the Imperial Can¬ 
cer Research Fund. 


Dr. Andre Gratia, professor of bacteriology 
at Liege University, has been awarded the Helme 
Prize by the Academic de Medecine, Paris, for 
his work on bacteriophages. 
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On August 5, 1938, the second stage of the 
operation was performed. Under general 
anesthesia a left lateral incision was made along 
the sternocleidomastoid muscle; dissection pro¬ 
ceeded by layers until the middle cervical fascia 
and omohyoid muscle were di\'ided in order to 
expose the esophagus. The esophagus was 
sectioned (fig. 2) between two forceps as close 
to the stricture as possible. The distal por¬ 
tion was buried, one end being left in the 
mediastinum. The upper or proximal portion 
was sutured to the skin of the neck three or 
four fingerbreadths from the clavicle (fig. 3). 

The forceps which closed the superior por¬ 
tion, now sutured to the skin, was left in place 
for several days until it came off with the 
sloughing tissue. 

On October 12, 1938, a minor plastic opera¬ 
tion was necessary because the cervical orifice 
of the esophagus was partially obstructed by 
the formation of scar tissue. 

The third stage of the operation was per¬ 
formed June 23, 1939. A cutaneous tunnel 
about 2 cm. in diameter was established be- 


Fig 1. Upper Left. A, Jejummi placed at the 
level of the fourth intercostal space. B, Gastroje- 
junai anastomosis. C, Jejunum. D, Vascular arches 
sectioned. E, End-to-side anastomosis. 

Fig 2. Lower Left A, Cervical esophagus sec¬ 
tioned. B, Distal end of the stenosed esophagus. C, 
Jejunum sutured to the skin. 

Fig. 3. Upper Right. Suturing of proximal por¬ 
tion of esophagus to skin of neck 3 or 4 finger- 
breadths from the clavicle. _ 

Fig. 4. Lower Right. Plastic operation of skin to 
form the tunnel between the cervical esophagus and 
the prethoracic jejunum. 



Fig. 5. Edges of flap 
from which cutaneous 
tunnel was constructed 
sutured with catgut and 
reinforced with silk. 
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reported, was unsuccessful because of 
the presence of carcinomatous degenera¬ 
tion. 

SUMMARY 

A method of esophagoplasty is de¬ 
scribed whereb)^ a loop of the jejunum 
was resected; this loop and a tunnel 
formed from cutaneous tissue were sub¬ 
stituted for the stenosed portion of the 
esophagus. The distal end of the jejunal 
loop was anastomosed to the stomach, 
and the proximal loop, to the cutaneous 
tunnel; the proximal end of the tube was 
sutured to the esophagus after the 
stenosed portion had been removed. The 
operation was performed in seven stages. 
Perfect function resulted. 

REFERENCE 

1. Gonzalez, A, A.; La endoscopia en cnfcrmos del 
esofago y del estomago, Rev. medicina, 9, no. 107, 1929. 


RfiSUMfi 

Esophagoplastic prcthoraciquc 

Une anse de jejunum est reseques et 
cette anse et un tunnel forme de tissu 
cutane sont substitues a la portion 
stenose de Tesophage. L’extremite dis- 
tale de I’anse jejunale est anastomosee 
a I’estomac et Textremite proximale au 
tunnel cutane. L'extremite proximale 
du tunnel est suturee a I’oesophage 
apres I’ablation du segment stenose. 
L’operation fut executee en sept etapes. 
Le resultat fonctionnelle est excellent. 


ZUSAMMENFASSUNG 

Antethorakalc Tlwrakoplastik 

Es wird eine iMethode der Oesopha- 
goplastik beschrieben, bei welcher eine 
"jejunumschlinge reseziert wird. Diese 
Schlinge und ein Hautschlauch ersetzen 


den verengerten Spiserohrenabschnitt. 
Das distale Ende der Schlinge wurde mit 
dem Magen, das proximale mit dem 
Hautschlauch vereinigt. Das proximale 
Ende des Hautschlauches wurde mit der 
Speiserohre vereinigt nach Entfernung 
des verengerten Abschnittes. Die Op¬ 
eration wurde in sieben Zeiten ausge- 
fithrt. Das Resultat war ausgezeichnet. 

SUMARIO 

Esoagoplastia pretoraxica 

Un mHodo de esofagoplastia es des- 
crito donde una asa del yeyuno fue 
resecada y esta asa y un tunel hecho de 
tejidos cutaneos fueron substituidos por 
la porcion estenozada del esofago. La 
porcion distal del asa yeyunal fue anasto- 
mozada a el estomago y la porcion 
proximal, a el tunel cutaneo; la porcion 
proximal del tunel fue suturada a el 
esofago despues que la porcion esteno¬ 
zada ha sido removida. La operacion 
fue hecha en siete tiempos. La funcion 
resulto perfecta. 


RIASSUNTO 

Esofagoplastia pretoracica 

Un metodo di esofagoplastia e des- 
critto per mezzo di cui ci fu una resezione 
del nodo scorsoio del diguino, e questo 
nodo scorsoio e un imbuto formato da 
tessuto cutaneo furono sostituiti per la 
porzione stenosata dell’esofago. L'estre- 
inita periferica del nodo scorsoio digiun- 
ale fu anastomizzato alio stomaco e il 
nodo scorsoio prossimale, albimbuto 
cutaneo; I'e.stremita prossimale deU’im- 
buto fu suturato all’esofago dopo che 
la porzione stenosata fu levata. L’opera- 
zione fu fatta in sette stadii. Funzione 
perfetta risulto. 



ANESTHESIA OF THE PHARYNGEAL TONSILS 
THROUGH THE NASAL CAVITIES 
FEDERICO J. MOLAS OLIVERAS, AI.D„ F.I.C.S. 

MEXICO CITY, MEXICO 


I N (he removal of pharyngeal tonsils, 
the choice of anesthetic is very im¬ 
portant. Some surgeons resort to a 
general anesthetic despite the occasional 
bad results from its use in this simple 
procedure Relaxation and bleeding are 
the disagreeable accompaniments of 
genera! anesthesia in this operation 

Some surgeons operate in these con¬ 
ditions without an anesthetic, but it is un¬ 
pleasant to contemplate such a proced¬ 
ure because of the struggle which en¬ 
sues between the surgeon and the pa¬ 
tient. Loss of confidence is the inevit¬ 
able result. Cocaine anesthesia offers 
disadvantages if it is administered 
through the ora! cavity, or by means of 
insufflations through the nasal chaniber.s, 
in an attempt to obtain anesthesia by 
the small amount of anesthetic which 
reaches the nasopharynx. 

The simplicity and efficacy of my own 
technic at tlie hands of the specialist and 
general surgeon for removing pharyn¬ 
geal tonsils follows; 

.V probe or cotton applicator, of the Kind 
used by the otolaryngologist, is bent slightly to 
obtain the curvature of an Ytard's probe, the 
bent end is wrapped ii ith cotton and dipped in 
a solution of totanie (10 per cent), novocame, 
paiitocauie or other anesthetizing solution The 
probe is introduced into the nidest portion of 
one of tile nasal cauties. determined previously 
by rhinoscopy Patience must, of course, be 
exercised tilth children The patient or the 
assistant is asked to hold the probe in position, 
mining it slightly to and fro m order to re.ach 
the .areas to be anesthetized Tins procedure is 
earned out twice, fresh cotlon and adilitlonai 
solution being used 


This method offers sufficient anesthe¬ 
sia for the perfoi mance of the operation 
and contributes to the confidence of the 
patient and his parents. Experience ha.s 
shown that the operation can be mote 
easily and safely performed than by sim¬ 
ple digital exploration of the nasophar¬ 
ynx. Hemonha,ge IS negligible 

SUMMARY 

The author obtains anesthesia of the 
))haryngeal tonsils by introducing the 
anesthetic solution into the widest por¬ 
tion of one of the nasal chambers on a 
probe, one end of which has been 
wrapped with cotton. 


ResuMfi 

Aiicstlhhw t/ey amygdala 
l>haryngh'nnes par la vow nasah 

L’auteur obtient I’anesthesie des 
amygdales par I'introduction dans la 
partie la plus large d'lme des cavites 
nasales, d'une sonde dont une des 
extrenutes est entouree de colon imbibe 
de la solution anesthesicjiie 


ZUSAMMENFASSUNG 

Antislhcsic der Rachcnmamleln diirfli 
die Na\cnhi>hlc 

Der Autor erbalt eiiie gute Anasthesie 
der Rachenmamleln dtirch Einfiihning 
des Aiiasthesieniittels durch den weitcs- 
ten Teil emer der Nasenholticn. Die 
Einfuhrung gesebieht mit ciner ^onde 
an derem Ende etwas fVatt 
ist. 
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Indkaciones del cloroformo en la 
Tesis de la Escuela N. de Medicuia. _ 

alfonnkocioR Emd^^ 

Dr. Ramon Macias. Tesis. 1877. Co 
don de tesis de la Escuela N. de Medi- 

^^^Medios para la anestesia quin'irgica. 

Dr V Pezet Cervera. La Einulacion, 

Revista de la Sociedad Farmaceut.^ de 
Merida, Yucatan. T.IIL i\o. o. Aori 

^"sfeve cstudio clinico de la anesteja 

• ’ .V/t Tesus Leinus. t esis. 

1880.' Coleccion de tesis de la Escuela N. 

''‘male™* to administracio,, del 

SlU'r MSieit/a. T. IV. No. 10. 

'PlTt 

• • Dr Pablo Martinez del Rio. 

SSSVlScft T. Xin. 

Un caso a , clorformisacion. 

accldentes diuante I [ ^ ^ 

Dr Maximo Silva. 1 1 ooc! 

• T V No 1. lo. de juho de IbbO 

cma. i. V - iNo. pretendida 

FI Protoxido de a^-oe^ 3 y 
^ .j j -n,- Acrustm Chacon. Da 
inocuidad. Di. & 7 

Escuela deMedicma. 

octubre de 188^ 

^“'■“Yi'Yo° 8 15deoLbredel879. 

cma T. i. ^ . e^^-ido de dsoe. Dr. 

■^‘.SO ^ La Escuela de.Medt- 

Enrique Relle septiembre 

cina. i- * 

7 7 Dr Fernando Ldpes desde 

Benito Soriano Feliberto. 


Coleccibn de Tesis de la Escuela N. de 

Medicina. L„,.;r.n 

Contribiicion al cstudio dc laeteii^ 
cion por el recto. Dr. Jesus Garnica. 
Tesis. 1884. Coleccion de tesis de la 

Escuela N. de Medicina. ^ ^r,ilnr 
El cloroformo en la cirugia oculai. 

Dr Agustin Chacon. La Escuela de 
Medicina. T. VI. No. 3. lo. de agosto de 
1 

La eterisacion por el recto. Dr. Adrian 
de Garay. Igual publicacion, tomo y 

numero. . 

Breves consideraciones sobre la ones 
tesia general por el bicloruro de mctieno. 
Dr. Lamberto Barreda. Tesis. 1885 
Coleccion de tesis de la Escuela N. 

Medicina. ■' 

Breve estiidio acerca de la accwn del 

cloroformo sobre la mujer 

parto, y de sus indkaciones. Dr. Gonzalo 

Paez. Tesis. 1886. 

4plicaci6n del cloroformo durante el 
trabaio de pane. Dr Angel Contr«-as. 
El Porvenir, 6rgano dela Sociedad ril 
iatrica y de Benficencia de los alumnos. 

Analgesia obstctrica y asepsis pueif- 
beral. Dr. Juan Pujol. Tesis. lo 88 . 
Coleccion de tesis de la Escuela de Medi- 

El cloroformo en Cirugia. Dr. Emilio 
F. Montano. Tesis. 1889. 

Breves consideraciones sobre la anes- 
tesia general. Dr. Roberto Canedo. 

Tesis. 1890. ^ . 

40 casos de anestesia rapida, no sidei - 
ante, obtenida con las inhalaciones de 
cloroformo. Dr. Miguel Cordero Ga- 
ceta Medica. T. XXV. No. /. lo. de 

abril de 1890. . 

Nuevos Iiechos relativos a la anestesia 
rapida por medio de las inhalaciones de 
cloroformo. Dr. Miguel Cordero. Ga- 
ceta ilSdica. T. XXVI. No. 14. 15 de 
julio de 1891. t- i • c a 

La anestesia local. Dr. Fedneo San- 
eleder. Gaceta Aledica. T. XX\ . N . 
^3 lo. diciembre de 1890. 

La anesitcsia local cn la faspa nterim^ 
Dr. Adrian Lozano. Tesis. 1898. C 



PRETHORACIC ESOPHAGOPLASTY 

ABR VHAM AYALA GONZALEZ, JI D . TICS 

Member of the Mexican Acadeni> of Surgery 
President of the Mexican Society of Gastroenterology 

MEXICO CITY MEXICO 


I N 1929 I published ni} first report of 
a case in which csoplngopl-istj uas 
performed ^ The patient (Mrs A 
0 ) was treated on my service (General 
Hospital, Ward 19) The senes of op 
erations was performed by Dr Dano 
Fernandez and me Some time ago I 
had the oppoitunity to examine this pa 
tient and found the esophagus to be 
functioning well 

The following report is an observa 
tjon of a girl (E P ) who was ad 
imtted to IVard 24 of the General Hos 
pital Alexico City on June 16, 1938, 
complaining of dysphagia so marked 
that she could scarcely ingest liquids 

Seven months previously (Dec 7 1937) the 
patient sv^3l)o^ved a small amount of a con 
centrated solution of lye this was foDovved 
immediately b) intense retrosternal pain and 
regurgitation of bloody mucus mixed with 
small amounts of buccal md esophageal mu 
cosa Soon after the accident aphagia with 
total inability to ingest food of anj kind ap 
peired lasting however but a few da 3 s 
Improvement was gradual and withm a short 
time normal function of tlie esophagus had 
returned Tlie recov erj was transitory a 
month after the ingestion of the }>e dyspliagia 
again manifested itseU and progressed to the 
point where she could take only liquids and 
at times even liquids could not be swallowed 
During this period she had lo^t 23 Kg m 
weight 

Marked pallor was present Other orgins 
were found to be normal Roentgenograms 
showed stricture of the esophagus at the upper 
portion of the sternum The barium mo:>t of 
which was regurgit ite<l ippeared hi c a thread 
in the roentgenogram Hu Mipr istrictiiral 
dilatation was moderate 

With the use uf tiu isiph m at 
tempt was made t pass somt hue bcugies m 
order to prepare for electrnlvsfs a inethrd of 
treatment which I usually emplov when the 
Stenosis IS not overcome b> the insertion of 


dilators Several attempts to pass the bougies 
failed This coupled wdh tlie fact that the 
patient was poorly nourished made it nece^i 
sary to resort to surger> It was realized that 
gastrostoni) at least must be performed en 
counged b) the good results obtained with the 
previously mentioned patient (Mrs A O ) a 
more radical operation was decided upon after 
the patient had been told of the possible danger 
to which she might be subjected 

The first stage of the operation uas per 
formed July 2 1938 under spinal anesthesia 
Dr Mario Quinones assisting No primar) 
gastrostoni) was performed 
A midhnc supraumbihcal laparotomy was 
made as far as tlie xiplioid process About 
•40 cm from the duodenojejunal angle a trans 
verse section of the intestine uas made The 
proximal end was closed with a purse string 
suture a portion of the catgut suture being left 
long to be used later for traction 1 wo x ascular 
arches w ere sectioned an attempt being made 
to preserve as much niesenterj as possible witii 
the loop Care was tal en that the most distal 
portion of the mesentery (the portion included 
in the purse string) conserved its vitahtj a 
condition most essential for good operative 
results It uas estimated tliat the extrcniit) 
of this distal loop would reach the level of the 
fourth left intercostal space close to the mid 
hue \ side to side anastomosis u as done be 
tween the stomach and the jejunum (figs I 
and 2) the loop uas then removed from the 
abdon)cn and passed through a subcutaneous 
tunnel beginning m the epigastrium and ex 
tending as far as tlie fourth intercostal space 
where it was fixed in a circular manner through 
in opening of the skin 
Tht continuitj of the digestive tube was pre 
erved by performinga side to end anastomosis 
between the proximal loop and the jejunum 
below the gastroduodenal anastomosis previ 
ously made The abdonimil wall uas closed 
tarefullv m order not to strangulate the m 
testinal loop transplanted to the thorax 

llie following day the purse string suture 
daced m the prelhoracic region uas opene 
order to feed the patient 1 h t 

gress was uneventful The 
remained viable 
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TWO NEW INSTRUMENTS FOR CRANIOTOMY 

MARIANO VAZQUEZ, M.D., F.A.C.S., F.l.C.S. 

Member of the Mexican Academy of Surgery 
MEXICO CITY, MEXICO 


T he discovery and study of old 
skulls presenting- bony losses pro¬ 
duced with a deliberate therapeu¬ 
tic purpose give evidence that such 
surgical attempts are indeed very old. It 
is safe to assume that opening the skull 
was performed in ancient times by the 
Eg}mtians and Greeks as well as by the 
Peruvians and the Aztecs on the Ameri¬ 
can Continent. 

The vestiges of the procedures of those 
ancient days show that a strange in¬ 
terest moved surgeons to penetra e into 
the mysteries of the interior of the hu¬ 
man skull. 

Some remarkable cases are those m 
which the extent of bony loss is not 
proportional to the form and extent of 
other losses; the condition obviously re¬ 
sulted from the healing of a fracture _oi 
an osteomyelitis focus. However, with 
but few exceptions, up to the end ot the 
last centurv craniotomy was performed 
solely for'the purpose of applym? a 
Silent to the cranial wa 1, particu- 
Kr V in fractures and probably also ni 
cases of suppurative and neoplastic pro- 

In 1889 Wagner started the scientific 
revolution that is now beginning to play 
such an important part in the surgery 
of the world. This consisted in per- 
formino- a craniotomy with tlie sole pur- 
ofreachiiig the nervous tissue con- 
■dneEvhhiii The cranial case. Thus 
-■^irnerv of the skull is being translornied 
from a'therapeutic measure with a single 
lurnose into the first step ot more ex- 
P . ooerations on the nervous cen- 
Cr miotomv should be to cerebral 
mCerv wliat laparotomy is to abdoni- 
M surgery today. 


The walls of the gross cavities of the 
human body vary as to their tissues and 
as to their anatomic structure in pro¬ 
portion to the function of the organs 
contained' therein. The abdomen, the 
receptable of organs in contact with the 
outside world, is formed by walls com¬ 
posed almost entirely of soft tissues. 
On the other hand, the thorax, the main 
organs of which are exposed to the out¬ 
side world in a finer and more delicate 
way than are those contained in the 
abdominal cavity, has a framework 
formed by bony elements, alternating 
with soft tissues; thus the intrathoracic 
organs are protected in proportion to 
the delicacy of their anatomic structure 
and especially their function. 

The protection of the encephalon by 
means of a suitable case has been an 
organic necessity. This bony structure 
is molded by the brain itself in accord¬ 
ance with the necessities of formation, 
development and function. The skull is 
an almost closed case that has but one 
orifice below and posteriorly—the fora¬ 
men magnum. The orbits and the 
cribriform plate of the ethmoid are weak 
points, but they are protected by their 
deep situation, so that the content of the 
brain may be considered to be hermetic¬ 
ally enclosed in a bony case so strong 
that it is capable of offering great resist¬ 
ance to injury. 

In the surgery of the skull, two funda¬ 
mental problems have lacked adequate 
solution up to the present time; (1) 
hemostasis and (2) cutting of the bone. 

METHODS OF PRODUCING HEMOSTASIS 

Various instruments and technics 
have been employed at different periods. 
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In this manner it is possible to obtain 
o-ood and lasting hemostasis, started by 
die infiltration of the anesthetic, con¬ 
tinued by the pressure of the fingers and 
maintained by the pressure of the Kelly 
forceps on the edge of the skin and the 
pericranium. The procedure has the dis¬ 
advantages of being tiresome and of re¬ 
quiring a large number of forceps. The 
surgeon may tie them in bundles of eight 
or ten and make four, five or six such 
bundles: he should arrange the bundles 
carefully so that they will not interfere 
with the operation. 

More recently, Adson modified the 
pincers originally devised b}'’ Andrews 
and turned the instrument into a small 
metallic frame which, when folded in the 
middle, one edge opposing the other, 
forms a U which embraces the entire 
thickness of the soft tissues and is main¬ 
tained in place by means of teeth very 
similar to those of Mitchehs pincers. 
The placing of this device requires the 
same procedure formerly described, that 
is, the surgeon cuts a section previously 
pressed bv his assistants, who pull the 
edo-e towa'rds them and then lift it slight¬ 
ly so that the surgeon may grasp it with 
the aid of an indented forceps. Finally, 
with the aid of the pincers fixed on a 
large, strong forceps, which he uses with 
his'^free hand, the surgeon grasps the 
entire edge of the cutaneous incision. 

The necessity of making the incision 
before placing’ the forceps, no matter 
how good the" pressure executed by the 
assistlints may be, implies the presence 
of a .small amount of blood; a larger 
amount of blood is present when local 
anesthesia has not previouslv been given. 
\s the pincers are made of metal, the 
initial pressure of the forceps upon it 
is in many cases, found to be insufficient 
for sustaining the compression of the 
edge, so that, with the release of the 
forceps, the pincers open slightly. It 
i-; then necessary to stop the bleeding of 
some vessel lying between the two 
imanches of the U. The pincers must 


be placed close to each other in order to 
surround the edges of the incision on 
the scalp. Naturally a large number of 
these is required for a large incision. 

tiemorrhage of the diploe, though 
never equal to the hemorrhage of the 
scalp, is important, however, especially 
since it causes considerable incon¬ 
venience duriifg the operation. 

Hemorrhage of the diploe which oc¬ 
curs during the cutting of the bone with 
a Gigli saw, before the dependent part 
has been raised and fractured, cannot be 
stopped because the vessels remain open 
within the wound itself and because the 
space between the cut edges is so narrow 
that they are inaccessible. ITemostasis 
is possible only when the dependent bone 
has been fractured and removed. If 
there is considerable hemorrhage, speed 
in operating helps to solve the problem. 

In addition to certain procedures now 
in disuse, such as the application of the 
Krause metallic hooks, is the fairly re¬ 
cent practice of inserting small pieces 
of muscular tissue into the diploic 
spaces by means of a fine stiletto, or even 
a simple hypodermic needle. 

Many other methods have been dis¬ 
carded. Sometimes the mere separation 
of the vessel from the osseous wall with 
the edge of the needle was found to be 
sufficient to obtain complete stoppage of 
bleeding. Another method was the in¬ 
troduction of small spikes of ivory or of 
decalcified bone into the blood vessel to 
obstruct the passage. In order to dimin¬ 
ish the oozing of blood which takes place 
at those points where the vessels are 
Invisible to the naked eye, a few gentle 
strokes with the chisel are sufficient to 
sink the diploic layer slightly and to 
obstruct the passage with the tiny frag¬ 
ments of bone produced by the chisel 
strokes, thus facilitating the coagulation 
of blood issuing from the small vessels. 

These methods have been superceded 
I)y the use of Horsley’s aseptic wax 
which efficiently stops hemorrhage of 
the diploe. If iileeding occurs from every 
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NINETEENTH CENTURY 


VMIN BANDERA, \! D [• I L S 

Member of the Mexican Ac3dein> of Surgery 
^^eraber of the National Academy of Jf^icme 

MEXICO cm, MEXICO 


T he progies*; of anesthe'iia is so 
dosel) allied «ith the progress of 
surger) that its deielopment in 
Mexico IS well worth recording In 
tracing its progress the writer has 
searched all available literature for 
articles on the subject including stu 
dents’ theses, medical publications and 
rev lew s of scientific societies The first 
portion of the results of this record 
appeared in the form of a summary in 
the Caccta Medica de Me xko the official 
organ of the National Academy of Medi 
cine (Vol XIX X^os 3 and 4), and in a 
subsequent number of this publication 
the final portion will appear Later a 
complete bibliography of the national 
literature on the subject to the present 
date will be published in a single v'oliiine 
By consulting this series of papers or 
this book one maj find any desired 
reference on anesthesia m Mexico 
\ very short period ot time inter 
veiled between the discoveij of the first 
anesthetic substances and their use in 
this country Dr Martinez del Rio was 
the first to administer ether and chloro 
form m Mexico Subsequently, chloro 
form was preferred and most of the lit 
erature compiled referred to it Dr 
del Rio called attention nevcitheless to 
the fact that despite the crude method 
of administering chloroform (dropping 
bottle and a strip of gauze) and despite 
its manv impurities few fatal accidents 
occurred The anesthetist was thus con 
fident of his work and as a result, many 
vears elapsed before care was recoin 
mended in tlie use of chlorotorm 

The earlv record of complications 
winch developed following surgery did 


not differentiate between those caused 
by the anesthetic per se and those caused 
by the surgical intervention and thus 
the responsibility of either the anesthetic 
01 the surgical operation was not defined 
or established It was not until later 
that a distinction was made and fatalities 
ascribed to definite causes 

In this paper attention is called to the 
first use of ether in rectal anesthesia 
(1884), the use of cocaine as a local 
anesthetic (1893) several adimmstia 
tions of anesthesia in obstetrics and a 
few facts regarding the use of nitrous 
oxide 

Rathei than make a transcription of 
the summaries of the original articles, 
the writer has chosen to indicate the 
advancement in anesthesia m Mexico by 
presenting the bibliography m chrono 
logic order 

De la aiiestesia v sti apbeaewn al pa> to 
(Tesis) Di Lorenzo M Ortega 1869 
Coleccion de Tesis de la Escueia N de 
Medicina 

Apbcacton del clot of ot mo durante el 
trabajo de pai to Dr Angel Coiitrei as 
El Porvenir organo de la Sociedad 
Filoiatrica y de Beneficencia de los alum 
nos de la Escueia de Mediciin 1 I 
\o II Nov lembre de 1869 
Sobie la acctdii dii clot of ot mo Dr 
Ilian Cabral En el mismo penodico 
tomo V numero que el anterior 

Estudio xobte el dorofot mo I uis 
Pauer Tesis 1870 Coleccion de tesis 
dc la Escueh \ de Medicma 

Clorofotmo v ttit mdiLacioiiet, Dr 
luan Rodriguez Tesis 1872 Colec¬ 
cion de tesis de la Escueia N de Mtdi- 
cina 
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.ears no one has paid any attention to 
the orobleins of hemostasis in ci aniotomy 
and to the most effective methods ot cut- 

^’”Xfter^e°xTei-imentins for a period ot 
fniir vears with instruments and systems, 
foul , r ijelieve that we have 

'"{Ta e firs" p.obto. at least, and 
solved tn ^*. 1 . solved the second 

p’roblan. ’xhis'^is accomplished with in- 

‘^*nts adapted 

Save beelt vety s«cc;ssfuh. Hemo¬ 
stasis of the diploe is accomphshed by 
the bone cutting instrument. 

PTpiuostasis is obtained through the 
coSSrof the infiltration ot the 


forms to the length of a tangent that can be 
over any.ol the curjam-%'-‘y|5=“ 

the skin, one must rotate it screw 

position over the su penetrate the 

:Sp spontaneously, the skin should be pressed 
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Fi-s 4 and 5. Line of incision has been marked 
on scaip; needle is thrust between scalp and skull 

‘"Fig''?"^t1d-e°o¥ emergence through skin, 

Tsfet'^at^iios^rS o? J‘a;\°llS ov. screw 

at the point where it is to perforate dje skui 
from inside out; the needle should then be 
pushed through the sof t tissues With the line 
for the incision marked along the anesthetized 
Irea. the ncetlles are i.rtrodt.cetl, 

1 or 1 5 cm. outside the hue, each needle being 
oiven a slight inclination in the direction oppo¬ 
site to that which they are to follow under the 
-kin. When it touches the bone the needle is 
pushed in the desired direction by maintaining 
the screw inclined on one s'de, so that i 
cro-es the necessary e.xtension in a line parallel 
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tightens it by means of a spring, thus 
fastening the case at the opposite end 
(fig. 12). 

The specialty carved lathe is 1.4 cm. 
long and has a diameter of 1.7 mm. The 
lathe is provided with one longitudinal 
carving and another one in a spiral, ex¬ 
tending from left to right. The inter¬ 
section of the two carvings results in 
the formation of small teeth directed to 
the left, so that the rotation of the saw 
to the left causes friction between each 
row of teeth and the bony matter with 


the motor as well as the surgeon than 
with an instrument which gnaws as it 
cuts. Furthermore, with the instrument 
herein described, the cut is made quite 
rapidly due to the great speed of the 
cutter. 

At its lower part, the cutter ends in a 
pivot which leans against a small cushion 
set up on an even and oval piece having 
thin and blunt edges. This piece is the 
continuation of a plate which protrudes 
from the case containing the movement 
of the gears. 



Fig. 9. Instrument for cutting skull. Fig. 10. A small conic 
gear with 12 teeth was attached to one end of axle and adjusted to 
a second conic gear of 24 teeth. 

Fig. 11. Metallic case, perforated to assure ventilation, in which 
motor is lodged, and second case, which is adjusted to one end 
of metallic case and which contains a larger axle perpendicular to 
the former; inside second case are mounted two ball bearings that 
.support a hollow axle to which the 24-toothed gear is adjusted. 
Fig. 12. Introduction of motor into case causes the small gear to 
adjust automatically to the bigger one; a screw cap that carries 
the connections of the motor tightens it by means of a spring, 
thus fastening the case at the opposite end. 

Fig. 13. Lathe is provided with longitudinal and spiral carvings, 
the intersection of the two carvings resulting in the formation of 
.small teeth, directed to the left. “Skate" is lowermost portion of 
the instrument against which pivot of cutter rests; "skate guide” is 
portion which maintains the skate in adjustment with the remainder 
of the apparatus. 


which they come in contact. Inasmuch 
as the.-e teeth are very fine, the cutting 
is done by a gnawing action. In this 
manner the cutting produces a very fine 
dust of bone that is projected out of the 
.space between one edge of the cut and the 
other, by the very movement of the spiral 
contrarv to the rotary directirm. 

It has l)cen possible to u-^e thi^ Muall 
motor l)ecause the gnawing i- <l..ne i.\ 
very small teeth. In De Martel'N aj)- 
paratus. the cutter of wliich ii;i- no tveth. 
more power is required on tite part of 


1 his little piece containing the small 
cushion against which the pivot of the 
cutter leans is the skate. The .small plate 
which maintains the skate in adjustment 
to the remainder of the apparatus i.s the 
skatc-gidde. L’pon maintaining the body 
of the apparatus in a horizontal position, 
the skate-guide remains in a vertical 
jMisition parallel to the cutter. This 
latter shows only its carved part intended 
for cutting ( fig. 13 ). 

1 he hollow axle protrudes from the 
upper part of the case. The cutting 
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The motor, which is not aseptic, must 
remain enclosed within the cover, and 
the small gear which comes in contact 
with the large gear remains outside the 
metallic tube through the hollow in¬ 
terior of which the cutting instrument 
passes. The latter is perfectly isolated 
from the cases containing the gears, 
where the nonaseptic motor comes in 
contact with the aseptic external portion 
of the hollow axle. 

The size and the weight of the appara¬ 
tus make it extremely handy. With this 
instrument it is not necessary to make 
more than one trepan hole. From this 
single aperture the craniotome can fol¬ 
low anv sharp curve or move in any 
desired direction. 

The skate protects the meninges and 
separates them from any possible adhe¬ 
sions. This is probably obtained with 
this apparatus as easily as with any of 
the other instruments used for this pur¬ 
pose. 

A beveled edge can be obtained by 
inclining the instrument, at least in 
places where the bony wall is not too 
thick and the opening is sufficiently 
small. 

Finally, the cutter, due to the speed 
at which it rotates, produces bone dust 
which is introduced by the centrifugal 
force of the cutter into the small holes 
of the diploic ducts. Almost perfect 
hemostasis is the result. Only the cutting 
of a vessel of considerable caliber would 
cause free bleeding. If this occurs, it is 
usually sufficient to apply the cutter once 
more to the bleeding point to stop hemor¬ 
rhage. However, should this fail, tlie 
proper thing to do is lo use any of the 
known means described previously in 
this article. 

The accompanying illustrations (figs. 
24,25) depict the various ^teps iu per¬ 
forming a craniotoiUN with the'-e iiiNtru- 
ineiUS. 

During the I.'i't -e\eral \ear^. \\e ha\e 
performed nertrly every t\]je oi cranio- 
p.niv or craniecneny. In er.anieetomy. 


we do not leave a boii}’’ portion to be re¬ 
moved by fracturing, for we can cut a 
circular, oval, square or triangular area, 
without the necessity of subsequent frac¬ 
ture and the production of dangerous 
chips. 

For the proper functioning of the ap¬ 
paratus, the constant lubrication of the 
cutter is imperative. An assistant should 
apply' a jet of salt solution of 39° over 
the line of cutting. This prevents the 
dust from drying due to the rise in 
temperature from friction and to the 
accumulation of dust betvveen the teeth. 

SUMMARY 

The author describes an instrument 
which he has devised for performing 
craniotomy and his method of producing 
hemostasis of the scalp and the diploe. 
With this instrument the surgeon is able 
to cut from the skull a circular, oval, 
square or triangular area. Flemostasis 
of the scalp is obtained by inserting 
needles outside the incision, each needle 
being held firmly by a metal plate. Hemo¬ 
stasis of the diploe is secured by the bone 
dust produced by cutting the bone. Re¬ 
sults from using these devices in the 
General Hospital, Mexico City, for three 
years have been satisfactory. 


RfiSUMfi 

Un )ioiivcl iustniment pour la 
craiiioloiiiie 

L’autcur decrit un instrument qu'il 
a iiu’cnte pour la craniotomie et sa 
methode pour assurer I’hemostase du 
cuir chevelu et du diploe. A I'aide de 
cet instrument il pent elever un lambeau 
cranien cerculaire. triangulaire, carre on 
ovale. L'hemostase du cuir chevelu est 
assuree a I'aide d’aiguilles placees au- 
dela des borcF de I'incisiou et nuiintenues 
en jdace a I'aide de champ. L’hemosta.se 
du diploe est assuree par la poussiere 
d'os produite i)ar la section de I’os. Cet 
:q)parcil est emjdoye a Mexico depuis 
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point of the external cut of the bone, 
the wax must be applied over the entire 
surface. 

METHODS OF CUTTING DONE 

The second problem, that of the cut¬ 
ting the bone, is a vital one. Wagner 
in 1889 used a hammer and chisel for 
craniotomy, a procedure that was ob¬ 
jected to because of the danger of pro¬ 
ducing cerebral concussion. In fact, 
operations performed with this method 
resulted in a high mortality. Toison in 
1891 used for this operation a chain saw 
which he introduced into one trepan hole, 
allowing the other end to emerge 
through another hole placed at a con¬ 
venient distance. Alternating move¬ 
ments given to the saw by two handles 
fi.xed at the ends cut through the section 
of bone between the trepan holes. 

Obalinsky m 1897 preferred the Gigli 
saw, which was manufactured that same 
year for obstetrical purposes. His pro¬ 
cedure, with a slight modification in the 
instrument, has been used up to the 
present time by surgeons who operate on 
skulls. 

The usual procedure in North Ameri¬ 
ca is to make several trepan holes 
along the proposed line of the cut and to 
introduce the Gigli saw into one hole 
and allow it to emerge through another, 
with the aid of a conductor plate fasli- 
loned after Marion’s model. The num¬ 
ber of trepan holes varies with the length 
of the opening. When in use, the saw 
has the shape of the chord of an arc 
and thus it is likely to injure the men¬ 
inges. To prevent this, two conductor 
plates are used m such a way that when 
one plate is removed «ith the forward 
movement of the saw, the other plate 
remains in contact with the dura mater, 
and in this way the alternating move¬ 
ments of the saw cause no damage. The 
cutting IS completed with the de Vilbiss 
cutting forceps, which are used to re¬ 
move small fragments of bone. 
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De Martel devised an electric auto¬ 
matic lathe and a vertical cutter of heli- 
coidal shape which made a cut from four 
to five millimeters wide. It was pro¬ 
vided with a meningeal protector. Both 
the lathe and the cutter were driven by 
an electric motor. 

Cushing preferred the earlier methods 
uhich, although slower than those 
requiring the use of the new instru¬ 
ments, are less dangerous in his opinion. 
He cut the bone between two trepan 
holes, advancing from one primary aper¬ 
ture only. The cut was made from in¬ 
side out and in such a way as to obtain 
beveled edges, so that the replaced bone 
would not sink into the opening made by 
craniotomy. He used a lathe attached to 
a wimble to bore the trepan holes and cut 
the bone between the holes with a Gigli 
saw. By giving the saw the proper tilt, 
he produced a beveled edge to the bone. 
At the extreme ends of the cut he used 
the Dahlgren instead of the de Vilbiss 
forceps. 

Similar technics ha5fe been used by 
other North American surgeons, such 
as Adson, Loyal Davis, Dandy, Freeman 
and Sachs. Verbrugghen uses a device 
consisting of a large, strong lever at¬ 
tached by one end to a pivot which, in 
turn, is inserted into a trepan hole in 
the center of a circle, along the circum¬ 
ference of which the cut was to be made. 
The lever is equipped with a luiife 
which, rotating around the pivot, cut 
a circle of bone. This instrument is 
quite useful, although it requires effort 
and exertion. 

In Europe, c.xcepting for De Martel, 
who uses his own instruments, surgeons 
employ tlie same technic used by the 
surgeons of North and South America. 
The imperfections in the technic of 
craniotomy have been forgotten because 
of the interest in endocranial work, 
chiefly as a result of the progress made 
by neurology and neuropsychiatry and 
the analysis of clinical phenomena local¬ 
ized in the functional zones. For 15 
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C ORNING was first to conceive the 
idea of injecting analgesic sub¬ 
stances into the spinal canal. 
Quincke developed the idea of lumbar 
jwincture and its technic, while Bier was 
first to apply it in humans. Subsequently, 
Tuffier, Qiaput, Doleris and many others 
adopted the procedure. Because of its 
harmlessness to the general system, 
spinal anesthesia has become popular. 
It is indicated when other methods of 
anesthesia are contraindicated because 
of certain dangers. It is often used for 
a great number of operations upon the 
lower half of the body. 

Various preparations ha\'e been used, 
such as cocaine, stovain, percaine, novo- 
caiue, scurocain and combination prep¬ 
arations, such as stovain-strychnine. 
Used as chemically pure salts, they are 
dissolved directly in the cerebrospinal 
fluid. The injection is made into the 
spinal canal at different levels, the use 
of the procedure being possible even for 
operations upon the arms and the head. 

To obtain anesthesia at a higher level, 
injection of the ffuid at higher levels is 
recommended, even up to the space be¬ 
tween the atlas and the occipital bone. 
In order to obtain anesthesia of the head, 
it is advisable to use a very dilute solu¬ 
tion of eucain, producing at the same 
time mild hyperemia of the cephalic 
blood vessels by means of a slightly con 
stricted band placed around the neck. 

GEXERAL ANESTHESIA 

///y/z spinii! punctures and all technics 
atfcinptinp to attain total analpcsia are 
aheays Janycrous. \\ ith other means of 
obtaining the same result" it i^ unwise 
ti .1 run the .great risk which ticcoinpanies 
such procedures. 


Generally speaking, spinal anesthesia 
is a block anesthesia, but if one resorts 
to its use for general anesthesia, one 
should employ the Koster technic, inject¬ 
ing 0.2 or 0.25 cc. of novocaine into the 
spinal canal at the selected site, with the 
patient in a semi-Trendelenburg posi¬ 
tion. Sufficient anesthesia can be ob¬ 
tained for operations on the neck, head 
and upper limbs. Nevertheless, as em¬ 
phasized, the method is a dangerous one, 
despite nieficiilous preoperative care. 

AX ATOMIC CONSIDERATIONS 

Block anesthesia has its own definite 
indications. It is necessary that the field 
of operation be within the nerve area to 
be desensitized. In the lumbar portion 
of the spine the nerves w^hose paths are 
to be blocked are those forming the cauda 
equina. These nerves emerge through 
the lumbar intervertebral spaces. But 
as the Quincke puncture is made, not 
at the junction of the last dorsal and first 
lumbar vertebrae, but between the 
fourth and fifth lumbar vertebrae, the 
nerves aftected in the majority of cases 
are those beginning with the fourth 
median lumbar nerve. By practicing 
“barbotage," it is possible to infiltrate 
the first lumbar root. 

The anterior branches of the first four 
lumbar and the first four sacral nerves 
constitute the sacral plexus. The an¬ 
terior branches of the fourth and fifth 
sacral, with the cocc 3 ''geal, form the coc- 
cygeal ple.xuses. Therefore, as a rule, in 
lumbar anesthesia only the sacral and 
coccygeal plexuses are desensitized, arid 
only by means of “barbotage" is the lum¬ 
bar plexus reached. 

The distribution of the nerves com¬ 
prising the cauda equina to the cutaneous 
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to the proposed incision and the plane of the 
bone This is obtained b) varying the first 
position adopted to pierce the skin and giving 
the needle an inclination until it is parallel to 
the bony plane 

Since the needle has been introduced be 
tween the bone and the soft tissues^ and since 
It embraces an area from 4 to 6 cm m length 
between its entrance and its emergence, the 
second part of the instrument will compress at 
the desired pressure the entire thickness of the 
scalp 

The steel plate (fig 3) is tempered as a 
spring \t one end it is semicircular in shape 
from the mside of this semicircle extends a 
small piece also like a plate more or less 
perpendicular to the body of the mam plate 
This small piece is provided with two small 
holes placed vertically one under the other 
The sharp end of the needle is adjusted to 
these holes which are 2 mm apart and it is 
thus lodged m the semicircular cunature This 
IS to a\ Old accidental pricking The other end 
has the shape of a wheel 6 mm m diameter 
and IS provided with a slot at right angles to 
the mam plate The screw is adjusted to the 
slot and the nut rests on that end When this 
end IS pressed w ith the forefinger of one hand 
and at the same time the nut is lowered with 
the other hand, the plate is fixed m the desired 
position 

All the needles of the instrument are intro 
duced at the prev lously indicated distance so as 
to surround the entire contour of the incision 
including the base of the dependent soft tis 
sue 

Figs 4 8 indicate the different stages of the 
introduction of these smalt needles These m 
struments permit one to make after their mser 
tion an incision down to the bone with one 
stroke of the scalpel The instrument has been 
named the hemostatic scalp compressor 

Thus hemostasis, started by the local 
anesthetic is continued and maintained 
during the opeiation by means of this 
instrument Hemostasis is usually com¬ 
plete Sometimes slight bleeding occurs 
at the time of the cutting This is merely 
the oozing of the blood which remains 
stagnant after the hemostatic compres¬ 
sors are placed m position it stops en¬ 
tirely as soon as the hlood has been 
ibsorhcd with gan/e 
With a httk iiractitc seven or eight 
conipressois — enough to stii round a 
fairh large zone — ean be inserted m 


from 4 to 5 minutes Once in place, they 
need no fuither attention 

The instrument is sterilized in a ,fatty 
substance in the autoclave Thus the 
sharp ends of the needles i emam nndam 
aged and the temperature of 123° of the 
autoclave does not affect the metal, 
which would certainly happen if the fatty 
substance were boiled at a temperature 
of 280° 

INSTRUMENTS AND TECHNIC TOR CUT 
TING BONE AND HEMOSTASIS OF DIPLOE 

After many modifications we hate 
finally adopted the craniotome here 
described Although w e believe that still 
greater efficiency can be obtained, this 
instrument is a good one and it has giy en 
satisfactory results in most cases Ong 
inally it yvas an adaptation of De Mar 
tel’s instrument, but many modifications 
hay'c now been made, especially of the 
cutter It IS driven by a small electric 
motor yyliich produces 25,000 retolu- 
tions per minute The manufacturers 
advertise is as the motor of one thousand 
and one applications \Ve believe that 
It has added one more application to its 
list 

By adapting a small conical gear of 
12 teeth attached to one end of the axle 
and adjusting it to a second conical gear 
of 24 teeth the rotating movement was 
changed from right to left m addition 
Its rate of speed was reduced by half 
and Its power was doubled (fig 10) 

The motor is lodged m a metallic case 
of yery thin lyalls perforated to assure 
ycntilation and to ayotd oyerheatmg of 
the motor Another case, adiusted to 
one end of the metallic case contains n 
larger axle perpendicular to the former 
Inside this second case are mounted two 
ball bearings that support a bollovy .ixle 
to vvliicb the twenty-four toothed gear 
IS .uljnsted (fig III With the intro 
duction of the niolur into the cast, thy 
small geai automatii-alK httomes ad 
lusted to llie 1 irger one A screw ^ ip 
that tames the connectioi \ 
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correct The uterus does not derive its 
nerve supply from either the lumbar or 
the sacral plexus, those directly infil¬ 
trated by the anesthetic. The location of 
the principal lower medullary centers is 
as follows; The anal center is at the 
lower end of the cord, while just above 
It IS the bladder center; the genital center 
IS near the middle of the spinal cord- 
there are numerous vasomotor and hair 
erecting centers all along the spinal cord 
Therefore, the use of spfnal anLthesha is 
advisable in deliveries by forceps, ver¬ 
sion and cesarean section. The uterine 
musculature retains its tonicity. This 
method of anesthesia has, at the same 
time, the advantage of obtaining relaxa¬ 
tion of perineal muscles—a very impor¬ 
tant factor during delivery. 

Anesthetic. Tho. selection of the prep¬ 
aration used for the anesthetic must be 
considered. When a high operation is 
to be performed, percaine should be 
chosen, while the less diffusible novo- 
caine is to be preferred when analo-esia 
at a lower level is desired. 

CONTR.\INDrCATIONS 

The possibility of producing general 
anesthesia or of injuring the cord contra¬ 
indicates the use of spinal anesthesia in 
children, who are very sensitive to all 
forms of medication, and especially to 
anesthetics. Advanced age is usually 
a contraindication to spinal anesthesia 
because of nervous irritability, faulty 
elimination and certain organic lesions, 
such as arteriosclerosis. 

Spinal anesthesia is contraindicated in 
patients suffering from severe lesions or 
systemic infections, when the cardio- 
^ and ner\ous s\-stems are se¬ 

verely affected, and especially in pyemia 
where infection of the meninges may 
result. 

D MI .VISTR AT lOX 


Sni- is present, the 

patient may have a cup of coffee or a 
glass ot milk for breakfast. 

Morphine for sedation should be given 
an hour before the operation, while 
caffeine, sparteine-strychnine, or eohed 
rm should be administered a little before 
the operation to counteract cardiac de 
pression m spinal anesthesia. Despite 

ot the pulse rate m the first 10 or IS 
minutes, which later becomes noninl 

thoug^^^^^^^ SdV thS: 

U fluid and affects 

ess heta "’Ore or 

degree. Because of this 
various symptoms, such as vomitin!^’ 

al-r’paralvsL^ syncope, rhachh 
'iDDonrr/ retention of urine 

jhe action^ m 

‘espS'^ntrs Z?s"" 

zr;hich'„"ete*?srn'o\'''’“'' 

nervous system rnusi be siressed At 

bcc.au 0 thefa,““d 
acti„rie' s'toxic T? 'o "’Oir 

dualities possessed"lf‘'*®'i^ eliminated, 
percaine. ■ novocaine and 

indtetionr™/,.?';'"' ‘'T'hesia. strict 
I'e evaluated. One must'?!''’"- 


Enema.- should not be given precedin<--r 
the operation, e.-iiechdly when operas 
ing on the perineum, becau.se of sphincter 
relaxation during anesthesia. When m. 


SU.MlfARY 

tl.e‘^re''''’of''s';:lmT‘' “d indications for 

sentedjased'on the sheTf'th” 

-d the condition of?he‘p:H^;;;:'"-“r'; 



Fjg 14 Local anesthesia has bctn obfaiiied and incision line traced 6i superficial cutting 
of skin Fig 15 Hemostatic compressors circumscribing the future flap in position about 
1 cm outside the Imc of incision Fig 16 Incision of scaJp has been performed m a 
single cut doivn to the bone 

Fig 17 Skm flap with underlying tissue pulled-upvvarJs leaving bon> surface exposed 
Fig 18 Skin edges as well as flap are protected with compresses kept moist by physiologic 
salt solution A single trepan bole has been drilled in the bone Fig 19 Introduction of 
shoe shaped skate guide through trepan hole pushing back the dura 

Tigs 20 and 21 Portions of the incised area Fig 22 First cutting is finished and 
another cutting starting from trepan hole is being made in the direction of tcrminiiion 
point of first cutting 

Fig 23 Beveled edge of bone ran be seen Fig 24 Hemostatic suture as vse!} as 
suture joining both skin edges being finished hemostatic compressors lia\c been removed 
Fig 23 Cutaneous scar 11 dajs after exlensne craniotomy for rcmoiaJ of brim tumor 

handle of the cutter, introduce the new the iiiliher cover and the electric wire 

one into the hoDow ,>xle mid fi\ It as;am contact Jt te preferable lun\e\er, to 

by means of the mit ffiifs 12 and 13) sterihre both tile cover and the cuttinc; 

The appai.aUis itself can be thor instniiiieiit ni hr]Uid v'asehne m the auto 

oughl} sterilized This is accoiiiphshcd clave 











A NEW TECHNIC FOR ARTHRORISIS FOR PARALYTIC 
TALIPES EQUINUS IN ADULTS 

EDUARDO GOMEZ JAUREGUI. M.D.. F.I.C.S. 

MEXICO CITY. MEXICO 


T he frequency of the problem of 
stabilization of the paralytic foot led 
Dr. Farill to develop a modified type 
'of arthrorisis, the technic of which is 
herein described. 

Dr. Farill and I have operated on 
only six cases with this method and 
sufficient time has not passed for final 
deductions to be made as to clinical and 
remote results. 

The procedure i.s carried out in adult 
patients with paralytic talipes equinus, 
.yin whom the strength of the gastroc¬ 
nemius muscle is conserved, and con¬ 
sists essentially of the following: (1) 
anteroposterior and lateral stabilization 
by means of triple arthrodesis (astraga- 
localcaneus. astragaloscaphoid, calcano- 
cuboid): (2) limitation of anteropos- 
, terior movement to the required degree 
by means of arthrorisis (posterior). 

TECHNIC 

Spinal anesthesia is used, as a rule: punc¬ 
ture is made between the fourth and fifth 
lumbar vertebrae and novocaine (0.1 to 1.5 
^rm. dis.'olved in 4 to 5 cc. of cerebrospinal 
fiuid) is injected. .-\ny diffusible stimulant, 
cardiotonic and hypertensive, is injected intra¬ 
muscularly. Blood is e.xpelled from the limb 
to be operated upon by gravity, light massage 
and tile application of an elastic rubber con¬ 
strictor. 

The ojjcratite field is prepared with tincture 
of iodine, alcohol and ether. The patient is 
placed in lateral decubitus. The foot and leg 
as far as the malleolus are protected by the 
usual draping method. 

Tile instruments needed are the usual ones 
employed in general and bone surgery. 

An e.xtenial lateral inci-ion is made, begin¬ 
ning a little i.eiou and posterior to the fibula 
and e.xteiiding to a point one or two centi¬ 
meters anterior to the tmter borders of the 
L'ipr^A .‘A extensor longus digiiorum. 

t ;i;> ir.ci'irii slightly concave towards the 
T 'i’”-“■‘‘■.'■t’’'T' '‘i'-f subcutaneous tissue 


By means of hooks the skin and tendons are 
retracted towards the internal border of the 
foot and downward. At this point a step from 
Dr. Bowman's technic is used: A thin, osteo- 
periostial flap is cut with a wide chisel at the 
level of the head of the astragalus and scaphoid, 
parallel to the e.xternal surface of the foot, 
the interarticular lines between the astragalus 
and the scaphoid, the calcaneus and the cuboid 
and the astragalus being exposed (fig. 2). 

With a narrow chisel, the head of. the 
astragalus, the cartilage of the posterior sur¬ 
face of the scaphoid, the anterior articular 
surface of the calcaneus and the posterior 
articular surface of the cuboid are sectioned 
in the direction marked by the dotted line. 
Likewise, two parallel cuts are made: A thin 
layer is sectioned from the lower surface of the 
astragalus and another, from the upper surface 
of the calcaneus, in such a way that their sur¬ 
faces coincide exactly (fig. 4). 

The head of the astragalus is freed from 
cartilage and is then cut in small pieces which 
are kept temporarily in a small amount of 
warm normal saline solution. 

The patient is now changed to the ventral 
position and an incision seven centimeters long 
is made the length of the inner border of the 
tendo Achillis, beginning with its insertion in 
the calcaneus. The tendon is retracted out¬ 
ward, without touching its sheath, some of its 
fat being retained, and the posterior surface of 
the tibia is exposed (fig. 5). 

With either a chisel or a saw a graft measur¬ 
ing four centimeters long and one centimeter 
wide is taken from the tibia as shown in Fig. 
5. This graft is shoved downward, inward to 
the astragalus and toward the calcaneus, just 
enough to serve as a buffer and to limit the 
anteroposterior movements as much as is de¬ 
sired. The graft is sutured to the tibia with 
kangaroo-tendon, and the hollow space left b}' 
the chiseled graft is filled with the small pieces 
of bone from the head of the astragalus which 
were previously placed in normal saline solu¬ 
tion (figs. 6 and 7). 

The wound is closed by suturing in layers; 
a sterile dressing and a bandage are applied 
to maintain the proper position (90 degrees in 
men, a little more in women), followed by a 
plaster bandage or splint, the knee flexed at 
120 degrees being included. 
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heat and Brown’s splint may be applied 
to the foot and leg; if signs of marked 
compression are present, the plaster 
splint may be loosened by means of lat¬ 
eral incisions or by cutting a posterior H. 
Control roentgenograms should be taken. 
The patient is allowed to walk with 
crutches in two months, without bearing 
his weight on the affected foot. Progress 
in walking will be gradual, depending 
upon the degree of osteogenesis. Ortho¬ 
pedic appliances will be helpful. 

The combination operation described 
above can be performed easily by 
surgeons accustomed to this type of 
work. Theoretically the method has the 
following advantages; Tenotomy of the 
tendo Achillis is unnecessary; the graft 
is strong and remains in its own niche; 
the graft receives stress longitudinally, 
and this action, added to that of the bone 
fragments used to fill the hollow, is 
osteogenetic (according to Wolf's laws). 
With time, the graft will increase in 
strength instead of, as happens in other 
cases, being resorbed with exercise and 
the passage of time. 

Patients operated upon in this manner 
are still under observation and study. 

SUNntARY 

The author describes a new technic 
for the surgical treatment of paralytic 
talipes equinus in adults. .Arthrodesis 
and arthrorisis are combined, with modi¬ 
fications. 'I'rijjle arthrodesis (astragalo- 
calcaneus. asiragaloscajfiioid, calcanocu- 
boidf is employed to effect anteroposter¬ 
ior and lateral stabilization; ])osterior 
arthrorisis is used to pniduce littiitation 
of anieropo-terior movement to the re- 
([uired degree. 

R£3UM£ 

. ror.'jv; ( ;a, icchniquc pour 

ic picd b’‘: panilytiquc chez 

i'adulic 

1 . :;uieur ueent une nouvelle technique 


pour le traitement chirvtrgical du pied 
bot equin chez Tadulte. II combine, avec 
quelques modifications, I’arthrodese et 
I’arthrorise. Pour obtenir la stabilisa¬ 
tion antero-posterieure et lateral, I’au- 
teur a recours a une triple arthrodese; 
astragalo-calcaneale, astragalo-scapho- 
‘ide et calcaneo-cuboide; Tarthrorise pos- 
terieure nous assure la limitation, au 
degre desire, du mouvement antero- 
posterieure. 


ZUSAMMENFASSUNG 

Eine nexie Technik fur die Arthrodese 
im Pes Eqiiimis Talus Paralyticus 
des Erzvachsehen 

Der Auter beschreibt eine neue chir- 
urgische Behandlungs-methode. Arth¬ 
rodese und Arthrorisis sind mit gewis- 
sen Veranderungen vereinigt. Drei- 
fache Arthrodese wird verwandt um 
antero-posteriore und laterale Stabilisa¬ 
tion zu erzielen. Posteriore Arthrodese 
wird verwandt um eine Beschrankung 
der antero-posterioren Bewengung bis 
zu einem gewiinschten Mass zu be- 
schranken. 


SUMARIO 

LJna tecnica nueva para artrorisis pot’ 
talipes equinus paralitico en Adultos 

El autor describe una tecnica nueva 
para el tratamiento quirurgico de talipes 
equinus paralitico en el adulto. Artro- 
desis y artririsis son combinadas, con 
modificaciones. Artrodesis triple (as- 
tragalocalcaneos, astragaloescafoidea, 
calcanocuboidea) es empleada para 
afectar estabilizacion antero-posterior 
y lateral; artrorisis posterior es usada 
para producir limitacion de movimientos 
al grado requerido. 
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areas is as follows: The first lumbar 
nerve innervates a band of the abdominal 
wall parallel to Poupart's ligament, 
including the suprapubic region, the 
root of the penis and the superior half 
of the scrotum The second lumbar 
nerve innervates the superior and an¬ 
terior part of the thigh up to a horizon¬ 
tal line passing through the middle part 
of the scrotum, while the third lumbar 
nerve continues from the midportion of 
tlie thigh down to the patella—an area 
of trigonal form. The fourth hiinbar 
nerve supplies the median and lateral 
surfaces of the thigh, the anterior sur¬ 
face of the knee and the anterior and 
internal surfaces of the leg, or is Y- 
shaped. The fifth lumbar supplies the 
lateral surface of the leg and foot, term¬ 
inating at the plantai surface of the 
fourth toe and the clorsal surface of the 
first toe 

The first sacral nerve supplies the 
skin of the foot not innervated by the 
fifth lumbar The second sacral nerve 
innervates the posterior surface of the 
thigh and leg. The tinrd, fourth and 
fifth sacrals, with the cocc\geal. inner¬ 
vate the skin of the gluteal i egion, the 
perineum, the anterior part of tlie penis 
and the lower half of the semtum 

As for the viscera, the second, third 
and fourth sacral nerves innervate the 
rectum, the first lumbar, the lower end 
of the ureter, the first four sacrals, the 
mucosa of the bladder; the fifth lumbar 
and the first three sacrals, the prostate, 
the first lumbar, the epidiclvmis In 
women the uterus, particularly the cer¬ 
vix, is innervated by the first four 
sacrals. 

In regard to the muscles, the first 
lumbar nerve innervates the quadratus 
lumborum, external oblique, transver- 
salis and cremaster muscles, svhile the 
second lumbar nerve innervates the psoas 
minor, iliaciis, pectmeus, adductor long- 
ns and adductor brevis, rectus femoris 
and gracilis, the third lumbar inner¬ 
vates the psoas, iliac, pecliiieiis, adduc¬ 


tors, rectus femoris, obturator externus, 
gracilis and crureus. The fourth lum¬ 
bar innervates the psoas magnus, ad¬ 
ductor longus, adductor brevis, rectus 
femoris, obturator exteiuus, crureus, 
gluteus maximus, glutens medius, tensor 
vaginae femoris, obturator intermis and 
the muscles of the anterior part of the 
leg except the gastrocnemius. The first 
sacral nerve innervates the gluteus, 
tensor vaginae femoris, pyr.imidalis, 
obturator intermis, crureus, muscles of 
tlie posterior region of the thigh and 
muscles of the leg and foot The second 
sacral innervates the gluteus maximus, 
pyramidalis, obturator intermis, seini- 
tendinosus, crural biceps, gastrocne¬ 
mius, soleus, flexor digitoriim, the mus¬ 
cles of the foot (plantar surface! and 
the muscles of the perineum The fourth 
sacral innervates the levator ani, coc¬ 
cygeal and perinea! muscles. The fifth 
sacra! and coccj'geal nerves supply the 
coccygeal muscle. 

INDICATIONS FOR USE 
It IS well to know the distribution of 
the sensory, visceral and motor paths, 
in order to modify the technic according 
to the requirements of the particular 
operation In fact, the use of barbotage, 
when operating on the leg, for instance, 
makes considerable difference If bar¬ 
botage IS not resorted to, the sensibility 
of tile anterior surface and lower end 
of the leg may remain intact with only 
the skin of the popliteal space being 
numbed, for the nerves of these tegu¬ 
ments are innervated by the lumbar 
plexus and can become infiltrated with¬ 
out barbotage, if a very diffusible an¬ 
algesic substance is used In operations 
on the abdominal viscera incomplete 
anesthesia mav result from neglecting 
to practice barbotage or to use a diffus¬ 
ible anesthetic Tn operations on the 
testicles or ovaries, the iniceted solution 
must reach the dorsal nerves 

The belief that spinal anesthesia 
should not he used in obstetrics because 
it impedes the uterine contractions is in- 



BONE GRAFT OF THE MANDIBLE WITH 
PROSTHETIC OBJECTIVE 


JIANUEL MARTINEZ SUAREZ, D.S.D., F.I.C.S. 

Member of Fecleracion Dental Mexicana and of Federacion Dental Internacional 

MEXICO CITY, MEXICO 


M embers of the dental profes¬ 
sion are indebted to the World 
War for the fact that they have 
been compelled to solve many prosthetic 
and faciomaxillary prolrlems. Much is 
owed to J. Lebedinsky, dental surgeon 
of the hospitals of Paris and Chief of 
the Prosthetic Institute, and to M. 
Yirenque, Intern of the hospitals of 
Paris, from whose experiments and 
technic excellent results have been ob¬ 
tained. 

The present war reminds us that the 
number of wounded men in each combat 
was so great that the necessity arose 
to replace those lost at the front and to 
reestablish physically the injured as 
quickly as possible so that they might 
return to the front, or so that later they, 
as invalids, would not be a burden to 
the state. 

Bone-grafting in general has been car¬ 
ried on in Mexico for the past thirty 
years ^vi^h results which were anything 
but uniform. Dr. Rosendo Amor is 
pessimistic over the results of bone¬ 
grafting and bases his opinions upon his 
clinical observations, regardless of the 
operative technic employed. In review¬ 
ing the benefits of bone-grafting, failures 
often are overlooked. In order to avoid 
disappointments, it is essential to know 
the causes which determine failure and 
the elements which are indispensable for 
success. It is necessary to know as far 
as possible whether the grafted bone 
will survive and whether its total sur¬ 
vival is certain or ])r<iblenuitical. 

\\ hetber only the cortical lavers of the 
bone remain alive anti the medullarv 
pMriiitnsoi the transplant necrose before 
they heconie vascularized i-^ a moot 


question. I am of the opinion, based 
upon my own observations, that the ma¬ 
jority of grafts do survive. 

The survival of the transplanted bone 
depends principally upon its age and the 
perfection of its contact with the adja¬ 
cent tissues. As a rule, grafted bone 
adheres to the contiguous tissues, and, 
if the total graft comprises all the layers 
of the hone, including the perio.steal and 



Fig. 1. Upper left. .-V piece of bone about 0.5 cm. 
in thickne.ss is removed from superior border of sixth 
rib. 

Fig. 2. Upper right. Incision made along alveolar 
border of maxilla to receive bone graft. 

Figs. 3 and -1. Lower left and right. Suturing of 
incision with fragments of graft in correct position. 

endosteal components, it is logical to 
conclude that it has a greater oppor¬ 
tunity to survive. 

The dental surgeon is at times con¬ 
fronted with the necessity of making a 
denture, especially a lower one, when 
the entire alveolar process has regressed 
to such an extent that the prosthesi.s 
cannot j)n.';sib!y remain in place. 

I have devised a method of treating 
the.-e cases by replacing the loss of the 
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should be considered is i block anesthe 
s:a Only rarely should this form of 
anesthesia be used above the diaphragm 


RfiSUMfi 

Quclqua obseu ation\ sii> 
I’anesthesie tachidunne 
L’auteui considere les contre mdica 
tions et les indications pour 1 eraploi de 
I’anesthesie rachidienne se basant sur 
I’etat du malade et sur le siege de I’opera- 
tion II faut envisigei cette anesthesie 
comme un blocage Rarement, on y 
aura recours pour les operations au- 
dessus du niveau du diaphragme 


ZUSAMMENFASSUNG 
Uber Spinalanastheste 
Indicationen und Contraindicationen 
fur die Vervvendung von Spinalanasthe- 
sie smd aufgefuhrt, je nach der Lage des 
Operationsfeldes und der Verfassung 
des Patienten Diese Anasthesieform 
sollte nur als Blockanasthesie angevvandt 
vveiden Ihre Verwendung oberhalb des 


Zvverchfells sollte nur in Ausnahme- 
fallen erlaubt vverden 


SUMARIO 

Algiinas consideraciones en anestesia 
espinal 

Contraindicaciones e mdicaciones para 
el uso de la anestesia espmal es presen- 
tado, basados en la locahzacion de la 
operacion y las condiciones del enfermo 
Esta debe de considerarse como anestesia 
regional o bloqueo Solamente en casos 
raros debe de usarse esta anestesia en 
operaciones arnba del diafragma 


RIASSUNTO 

Alcuite considerasiom still'anestesia 
spinale 

Contra-indicaziom ed indicazioni per 
I’uso dell’anestesia spinale sono presen- 
tate, basate sulla locazione dell'opera- 
zione e la condizione del paziente 
Dev’essere considerata come anestesia 
di blocco Solo m casi ran e permesso 
usare questa forma di anestesia per oper- 
aziom pm alte del diaframma 


The Ninth International Congress of Accidents 
and Diseases of Industry will be held in Rome 
in 1942 Topics to be discussed are prophylaxis 
of tetanus treatment of recent accidental wounds 
and the use of massage exercise and mechano 
therapy in the treatment of injuries At the last 
meeting of the Permanent International Com¬ 
mittee of the organization IS new members were 
appointed Among these were Dr Sayers of 
the Division of Industrial Hygiene National In 
stitute of Health Washington D C Prof 
Manuel A Manzanilla Mexico, D F , and Dr 
Eduardo Bello and Dr Carvallo, Hospital 
Arzobispo Loayza, Lima Peru 


Dr Louts Hamman, professor of clinical 
medicine at the Johns Hopkins University, was 
elected president of the Association of American 
Physicians at the meeting held in Atlantic City 
He succeeds Dr Gerald B Webb, of Colorado 
Springs Dr J H Means, of Boston, was chosen 
vice president 


The meeting of the sixth International Con 
grc's for Experimental Cytology, scheduled to 
meet in Stockholm from July 2a to August 1, has 
been indefinitely postponed because of the inter 
national situation 



SURGICAL TREATMENT OF PELVIC PERITONITIS 

JUAN MORA Y ORTIZ, M.D., F.I.C.S. 

Member of tlie Mexican Academy of Surgery 
MEXICO CITY, MEXICO 


T he increase in the frequency of 
pelvic peritonitis is due to the_ in¬ 
crease in the number of criminal 
abortions. The fatal results are due 
either to delay, or to imprudent haste, 
in operating. ^ly observation of cases 
treated during the last eight years m 
mv gynecological service has lead me to 
summarize the indications tor surgica 
treatment in pelvic peritonitis ot genital 

origin. . 

It is not necessary to describe die 
well-known symptoms or to differentiate 
this condition from appendicitis, intesti¬ 
nal occlusion, ileitis (especially terminal) 
or torsion of a genital tumo^ because 
these can be easily identified. Thei e ai e, 
however, two pathologic conditions with 
which pelvic peritonitis may often be 
confused. The following case histones 
are iiresented to illustrate this point. 

CASE REPORTS 

-\ woman giving a history of gonor- 
rhe-i was e.xaniined in my service m 
December. 1936, because ot an acute 
svndrome of the lower abd<.men, accoiii- 
innied bv severe genend symptoms. 

I oc-dly rigiditv and severe pain were 
present in the hypogastrium and iliac 
fO'Sa The vaginal cul-de-sacs appeared 
to aHitain a resistant mass. A diagnosis 
of suppurative pelvic ])eruonuis was 
unde and a colpntoiny was periormed. 
No pus w:ts present, but instead an irreg- 
vilar mass . .ccupied the il. >r ■ >f the pelvis; 
th;< mass e-xtended backv.ards ami t*> die 
.,,.,5 dennitelv ilueiinting t.> the 

A vagina! nv-terecu izny i)y neini- 
*'.• ,. - titen er;Iirm.ed. Do\en 

-eC.'.'i.i , 

■ ■■ r-"em a tnv wa' nuiml 

•.eCi'.ms. 


to be a fibroma; suppurative salpingitis 
was present on the right side. 

Two months later another patient was 
brought to my service with symptoms 
similar to those presented by the pre¬ 
vious case, the difference being that the 
neoformation occupied the entire pelvic 
cavity. Colpotomy proving' unsuccessful, 
laparotomy was performed, at which a 
large, embedded fibroma was found, 
accompanied by bilateral suppiu'ative 
salpingitis, more marked on the left than 
on the right. 

DIEFERENTIAL DI.AGNOSIS 

The marked clinical similarity be¬ 
tween acute pelvic peritonitis and sup¬ 
purative salpingitis, when the latter ap¬ 
pears in women who also have fibromas, 
should be kept in mind in order that one 
may be prepared for the necessary sur¬ 
gical procedure. 

Ruptured tubal pregnancy is another 
condition with which pelvic peritonitis 
may be confused. To avoid error in these 
cases, in addition to a urinary prolan test 
one should obtain a careful history, espe¬ 
cially of the early stages of the condition. 
In tubal pregnancy internal hemorrhage 
causes tachycardia and hypotension; in 
])clvic jicritonitis this does not occur. 

TYPES OF PELVIC PERITONITIS 

Pelvic peritonitis of genital origin 
may be divided into three groups cor- 
resijonding to the anatomic lesions which 
are manifested by different symptoms 
and to the surgical procedures required. 

.■I. Hypcrscptic Type. In the hyper- 
-eptic type tile iieritfineum and cellular 
U'^ue iji the true peK are infiltrated 



ARTHROMSiS FOR F lRiI\ IIC TALPICS EQUIRUS 
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I ig 1 Lateral incision beginning a little below and posterior to tibula and extend 
mg to point 1 or 2 cm anterior to outer borders of tendons of the extensor longus 
digitonim Fig 2 Skin and tendons retracted with hooks towards internal border of 
foot and downward 

rcction of dotted lines is used to section head 
face of scaphoid anterior articular surface of 
Fig 4 Incision 7 cm in length is made along 
inner border of tendo Achiilis beginning with its insertion in cafeancus 

Fig 5 Posterior surface of tibia exposed Dotted line indicates graft which is 
removed from tibia with a chisel or saw Fig 6 Hollow space left after removal 
of graft is filled with small pieces of bone previously removed from astragalus Fig 7 
Graft is shoved downward into bed made bv chi«el as shown in Fig 3 


\ lateril sketch sho\\s the static effect of the Postoperatu elv, the patient's i^encral 
combination of arthrode^^is and arthrorisis condition ‘should be \\ atched c \ 

(fig 7 ) 
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semblent (appendicite, occlusion intesti- 
nale, iieite et torsion due a un neo- 
plasme). II cst plus difficile de recon- 
naitre le type exacte de la peritonite qui 
afflige le malade. Ce diagnostic deter¬ 
mine le traitenient qu'on doit adopter. 
Obtenez du malade des renseignenients 
precis. La^ peritonite est ou hypersep- 
tique ou sereuse ou plastique et puru- 
iente. Pour la peritonite hyperseptique 
un traitenient medical pent 'suffirc; pour 
la peritonite sereuse on opere que dans 
les cas graves. Le traitenient operatoire 
donne d'excellents resultats dans les cas 
de peritonite plastique et puruleme. 


ZUSAMMENFASSUNG 

Chirurgisclic Bchandliing in 
Beckon portion tlis 


SUMARIO 

Tratainicnto qiiinirgico dc la pelvi¬ 
peritonitis 


La diterienciacion entre la pelvi-peri- 
tonitis y enfermedades que se paresen 
(apendicitis, oclucion intestinal^ ileitis v 
torciones de tumores) es relativaniente 
tacil. hs mas dificultoso determinar el 
tipo e.xacto de la peritonitis presente asi 
qtie tratamiento propio sea instituido. 
Lsto es hecho mas facilmente si una his- 
toria clinica cuidadosa se ha hecho. Tres 
tipos son reconocidos: (1) hiperseptico, 
(-) el serosoy (3) el plastico purulento. 

cl hiperseptico, tratamiento medico 
puede ser suficiente; en el seroso, cirugia 
es aconsejada en los casos severos: en el 
purulento plastico. circugia produce re- 
sultaclos excelentes. 


Differentialdiagnose zwisciicn Bek- 
kenperitonitis und ahnlichen Erkran- 
kungen (Blinddarmentzundung, Darm- 
verschluss, Ileitis, und Torsion intolge 
von Tumor) ist ziemlich leichi. Es ist 
etivas schwieriger den Typ der Peri¬ 
tonitis zu erkennen, daniit eine richtige 
Beliandlung eingcleitct werdeti kann. 
Dies kann durch eine genaue Kranken- 
gescliiclite orleicliieri werden. Drei .-\r- 
ten konnen unterschieden werden: eine 
Hyperseptische. eine Serose, unci cine 
plastisch-eilrige. fn der Hypersep- 
tischeii kann interne Behandlung gciiii- 
gen; in der Serosen ist Ciiirurgic nur 
in sehr schwereii ITdlcii air/.uratcii und 
in der I’liistisch-liiirigcn gil)i C iiirurgic 
ausgezcichnctc Erfolge. 


RIASSUNTO 

Trattainento chirurgico nella 
peritonite pelvic 

n differenzjare fra la peritonite pel- 
\ica c nialattie che la somigliano (V 
pendicite occlusione intestinale, ileiffi e 
toiMone clovuta a un tuinore) e relativa- 
" ^-^P-’pnMlifficiledLe?- 

nnnaie il tipo esatio di peritonite pre- 
rattamento gmsto. Questo si fa pin 

iros ’ll I'ipersettico, il 

•fr- -I Piiruleiito plastico. Nell 'iper- 

mffiacn'u medico pu6 essere 

11 hcicntc . nel sernso la chirurgia e utile 

inir^ia prodvice risultati eccellenti. 


THE .\E.XT INTERN.ATIO.g.AL 
LEGE OF SURGEO:;S V.TLL Bi 


•.Lr.^c international COI 

;; -'^^NICO CITY. MEXICO, AUGUS 
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RIASSUNTO 

Una tecnica niiova per artrorisi, per 
piede siorto paralitico equinus negli 
adulti 

L’autore descrive una tecnica nuova 
per il trattamento chirurgico del piede 
storto paralitico equinus negli adulti. 


L’artrodesi e J’artrorisi sono coinbinati 
con modificazioni. L^artrodesi tripla 
(astragalo-calcaneo, astragalo-scafoide, 
calcanocuboidej e usata per effettuare 
stabilita anteroposteriore e laterale; 
I’artrorisi posteriore si usa per produrre 
una Uniitazione del movimento antero¬ 
posteriore al grado voluto. 



A Century of Belgian Poetry (1830*1930). 
By Francisco Castillo Ndjera, Surgeon, Man 
of Letters and Diplomat, Present Ambassa¬ 
dor of Mexico in Washington. Pp. 54S. Edi¬ 
tors : Brussels, Labor, and JEadrid, M. 
Aguilar. 

N ajera, in tWs work, achieves a veritable 
triumph of talent and perseverance in 
which he shows his prowess as historian, 
critic, biographer and bibiiographer in over 250 
translations from Belgian poets. Hts translations 
reveal skilled knowledge of the poetical melody of 
the French language, Uhhiu)\y portrayed in 
Spanish without losing the charm of the original 
text. 

Castillo Najera demonstrates in hts work facil¬ 
ity and genius in letters, science and diplomacy. 

Versatility in the arts and sciences has been 
shown by surgeons like Billroth, that formidable 
leader of major surgery who attracted the medical 
world to his clinical amphitheatre, where he 
demonstrated Ins skill with the scalpel, and who 
relaxed in private musicales at his residence, 
where he displayed his skill on the violin. 

The surgeon, m fulfillment of his serious and 
at times life-saving tasks and responsibilities, may 
appear foreign or cold to the sensibilities and emo¬ 
tions of poetry, music and the beaux-arts, and 
yet history records attainments in the arts and 
sciences b> tlic masters of the operating room. 

When medicine was in the domain of the 
philosophers, the astronomers and the mathema¬ 


ticians, the gifts of poetry, music and the arts 
were by-products of the master minds which en¬ 
compassed universal knowledge. 

The travels and diplomatic experiences of 
Castillo Najera have been world-wide and unique, 
affording him rare opportunities to satiate his lit¬ 
erary proclivities and, in the field of diplomacy, 
to acquire understanding of the intricacies of 
political problems which he successfully meets 
with tact and sagacity. 

The bislorical sketch of the poetical e.xpression 
in the French language and poetical c,\prcssion in 
the Flemish language arc engaging and of rare 
beauty. 

Those conversant with the French and Spanish 
languages will find in this work of Castillo 
Najera an historical gathering of lyric gems over 
the century just closed (1830-1930) that cannot 
he perused in any other work like this, for it 
doesn't exist. 

Desidero Roman 

The Surgery of Injury and Plastic Repair. 
By Samuel Fomon, Ph. D, M.D., Formerly 
Major, Medical Corps, U. S. Army. Price 
$15. Pp 1,400, with 925 illustrations Bal¬ 
timore: William Wood & Company, 1939. 

I N an attempt to encompass within one volume 
the entire literature on traumatic surgery, 
tlic author has combed the leading periodicals 
and publications and from this material he has 
{Plt'ase lunt to Page 2S0) 
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concept of a process which is substan¬ 
tially developed in the connective tissue 
structure of the peritoneum or in the 
subjacent connective tissue. 

A surgeon should also be a physiolo¬ 
gist, for, according to the words of Le- 
riche and Policard, “He who would 
understand the pathologic must begin 
by learning the normal state and its 
variations. The more a surgeon experi¬ 
ments on the necessity for knowing the 
why and the Avherefore of conditions, 
the more he will search into pathologic 
physiolog}' for guidance in therapeu¬ 
tics.” 

Oiy therapeutic ideas must be ob¬ 
tained from previous physiologic rea¬ 
sonings, to gain ultimate confirmation 
clinically. 

Clinically and pathologically pelvic 
cellulitis is classified as neoplastic and 
inflammatory, even when the former is 
complicated by the latter. 


CELLULITIS OF NEOPLASTIC ORIGIN 


Pelvic cellulitis of neoplastic origin 
differs from other forms in differential 
diagnosis and treatment. Not all neo¬ 
plastic lesions grow by infiltration from 
neighboring tissues, since all benign 
tumors of interstitial or central growth 
develop by the increase in volume of 
their own mass with repulsion of the sur¬ 
rounding tissues, in which case the con¬ 
nective tissue resembles benign cellulitis 
of inflammatory origin without in¬ 
fection. In cases of malignant neo¬ 
plasms, tumors of the connective tissue 
are generalized by the blood stream, me- 
tastases invading the walls of the veins 
to the extent of causing the formation 


of emboli at different points which fre¬ 
quently respect the connective tissue — 
that exuberant web, rich in lymph, so 
often affected by the malignant neopla¬ 
sias of epithelial type who.se cells engraft 
t ieni;,elves successively in the interstices 
•>! the supporting connective tissue, car- 

(Sampson 


Handley’s penetration) to the extent of 
producing cancerous lymphangitis, ade¬ 
nitis and embolism. Plelbit even calls 
it lymphophilic cancer in opposition to 
hemophilic cancer, which directly in¬ 
vades the blood stream by primary em¬ 
bolism. These are the only cases deserv¬ 
ing to be called neoplastic cellulitis. In 
Mexico the conception of pelvic cellulitis 
has tended to be circumscribed: The in¬ 
flammatory processes are regarded in an 
eminently clinical spirit, even when based 
on the physiopathology of the interstitial 
connective tissue, although some neo¬ 
plastic cases could be included, especially 
malignant tumors of epithelial origin, 
which by their pathogenesis resemble in- 
flammator}'^ cellular infiltration. 

Mexican clinicians have advanced the 
knowledge of pelvic cellulitis scien¬ 
tifically and therapeutically in an en¬ 
deavor to understand the physiopa¬ 
thology of connective tissue. 

CELLULITIS OF INFLAMMATORY ORIGIN 

Pelvic cellulitis has many clinical 
aspects, from the sudden and fulminat¬ 
ing type with acute and grave symptoms, 
to the insidious invasion which appears 
like a recurrence of a previous pelvic in¬ 
flammation. 

Bacterial invasion which produces 
acute pelvic cellulitis blocks the reticular 
structures; these are bathed in lymph, 
absorbing toxic and microbial products, 
the results of cellular disintegration. 
Their pathogenic action is increased by 
the dilatation of the capillaries which, 
bathed in a lymph of an altered physi¬ 
cochemical constitution, are unable to 
bring about nutritive changes , in the 
fixed cells and in those of lesser mobility. 
The bacteria, surrounded by this plasma, 
are destroyed; capillary occlusion im¬ 
pedes the ingress of mobile cells, 
while the migratory cells aggravate the 
c< mdition. 

huerstitial eileina drcjwns the cell-s, 
jjo to speak, and by compressing the 
nerve endings, provokes diffuse pain. 



nONB CRAFl OF MANDIBLE 


alveolar procc^^ wiiti <i bone-Kraft, 
using the technu. (b -•( iilnd below 

The operation rr n-.ist'; essentially m 
taking pieces nt buin tiom the superior 
liorcler of the si\ih iib f fig I) about 
one-half centum I. in Ihnkness, and of 
whatever length m (limned, this tians- 
plant is then giMnd to the mandible 
The curve ot thi' h nn segment is similar 
to that of the m mdihb The loss of the 
transplant fioin du ibest is of no mo¬ 
ment to the patient 

The graft m elm-ted beforehand and 
cut into fragiiiencs which are made to 
conform to the tiir\ e of the maxilla. An 
incision m then in ide along the alveolar 
border (fig 2 i the edges of the wound 
are separated and the two fragments of 
bone are inserted m the wound, care 
being taken to incise the periosteum so 
that the gi att will be m contact with the 
mandible The operation is concluded 
by suturing the incision with the frag¬ 
ments of the giaft in correct position 
(figs 3 and 4) 


sUMMARt 

The author describes his method of 
compensating for regression of the al¬ 
veolar process to obtain support for a 
prosthesis The operation consists in re¬ 
moving pieces of bone from tiie superior 
border of the sixth rib and grafting them 
to the mandible. The graft must in¬ 
clude all layers of the bone and must be 
in contact wdth the mandible 


RfiSUME 

I es greffes os fcases du mandibtile pour 
object if a protUetique 

L’auteur deceit sa methode de com- 
penser a la regression de I’apophyse 
alveolaire et de creer un support pour 
une proth&e. II enleve un segment du 
bord superieur de la sixieme cote. Ce 
segment est greffe dans le mandibule. 


201 

Le greffon doit renferincr toutes les 
couches de i’os et doit etre en contact 
avec le mandibule. 


ZUSAMMENFASSUNG 

Knocheniniplautat in den Unterkiefer 
iitit Prothesenzvirkung 

V^erfasser besehreibt seine Methode 
der Biidmig eines Halts fiir Prothesen 
111 Fallen von Retrognathie des Alveo- 
larfortsatzes. Die Operation besteht in 
der Entfernung von Knochenstiicken 
voin obern Rande der sechsten Rippe 
und Einlegiiiig in den Unterkiefer. Das 
Transplantat muss alle Knochenschich- 
ten enthalten und deni Unterkiefer dicht 
aniiegen. 


SUMARIO 

Injerto de Iiueso de la uiatidibiila con 
objetivo de prdtesis 

El autor describe sii metodo de com- 
pensacion por regresion de los procesos 
alveolares para darle un soporte por 
protasis. La operacion consiste en tomar 
pedazos de huesos del horde superior de 
la sexta costilla e injertandolos en la 
mandibula. El injerto debe de incluir 
todas las capas del liueso y debe de estar 
en contacto con la mandibula. 


RIASSUNTO 

L’mnesto doH’osso delta inandibola con 
Poggettwo protesi 

L’aiitore descrive il siio metodo di 
conipensazione per il regresso del pro- 
cesso alveolaie per provvedere un sos- 
tegno per una protesi. L’operazione 
consiste del riimiovere pezzi di ossa 
dall'orlo superiore della sesta costa e 
dcll’inncstarli alia inandibola. L'innesto 
deve inchidere tutti stratti <!“>'’ ^ e 

deve essere in contatto con la . 
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connective tissue. Various types of 
phlegmons of the hypogastric sheath, 
broad ligament, pelvirectal space, etc., 
result — processes which are no longer 
pelvic cellulitis but the consequences of 
special conditions which have imprinted 
a destructive character upon the cells 
and tissues. These represent necrosis 
of the connective tissue, while cellulitis 
per se is a more or less prolonged state 
of inflammation, which leads either to 
sclerosis, resolution of the focus, or to 
suppuration. In cellulitis of the pelvic 
organs, therefore, the process will be 
found more diffuse; inflammation will 
appear in connective tissues exception¬ 
ally rich in lymph spaces, representing 
a prolonged phase of the cycle of inflam¬ 
mation. 

The question arises as to whether lack 
of suppuration means that pelvic cellu¬ 
litis is not present or whether it is less 
likely to be present in cases which de¬ 
velop adhesive processes without suppu¬ 
ration. 

In infiltrations involving the perirectal 
or periuterine tissues many days pass be¬ 
fore the process becomes diffuse or be¬ 
fore suppuration can be detected. This 
phase represents pelvic cellulitis. Vflien 
necrosis or suppuration results, it is be¬ 
cause a cellulitic process has been added 
to another cause — that of capillary em¬ 
bolisms and necrosis of the tissues 
through vascular obstruction. Inasmuch 
as pelvic cellulitis may involve all the 
pelvic organs, abscess formation often 
occurs in the broad ligament, the infun¬ 
dibulum and the ischiorectal fossa. 

In pelvic cellulitis due to interstitial 
edema, humoral alterations, etc., the ob¬ 
vious treatment points to correct stasis 
by drainage, perhaps, by means of a 
posterior colpotomy. Wfliere suppura¬ 
tion is manifest in specific organs, extir¬ 
pation should be considered. Diathermy 
and moist heat give excellent results in 


many cases. Streptococcic infections 
nun )c trc-atvfd by chemotherapy ( sul- 
-ncthylm^-thanei in lar-e do.es, 5 to S 


g. a day in fractioned doses, every four 
hours, always given with sodium bicar¬ 
bonate. Other measures are specific or 
nonspecific vaccination with aseptic pus; 
transfusions or immuno-transfusions; 
or serum therapy in large doses. Dr. 
Francisco Reyes, who has used soluble 
mercurochrome with great sttccess, re¬ 
ports that it is of great value in these 
cases, although care must be exercised 
in the handling of large doses. 

Surgery is effective in cases in which 
a focus of infection is somewhat distant 
from the pelvis, such as an ulcerous 
cervicitis, causing inflammation of the 
tissue of the pelvis. With elimination of 
the focus of infection, the pelvic cellu¬ 
litis usually clears up. Electrosurgery is 
the best treatment for these cases. Elec¬ 
trocoagulation of an infected cervix, 
drainage of the uterine cavity, extirpa¬ 
tion of Bartholin’s glands or ample exci¬ 
sion of abscessed periurethral glands 
should be detected and properly reme¬ 
died. 

INFECTIONS OF INTESTINES 

The second group of cases of pelvic 
cellulitis includes affections of the rec¬ 
tum, such as proctitis, strictures, in¬ 
fected carcinoma, phlebitis, hemorrhoids, 
fistulas, diverticulitis of the colon, 
tuberculosis and rectocolic polyps. 

In nearly all these infections, it is 
through the lymphatic channels that 
microorganisms (streptococci, colon ba¬ 
cilli and staphylococci) invade the rectal 
cellular tissues and the perirectal tissues, 
or, following the branches (jf the hemor¬ 
rhoidal artery, reach the lymph nodes 
and the connective tissue surrounding 
these. 

Therapeutic measures should be gen¬ 
eral and should include the extirpation 
of the focus of infection. Vaccines and 
chemotherapy are indicated in the 
pre.sence of streptococci and staphy¬ 
lococci. Operative treatment should 
aim at e.xtirpation of the causal lesion. 
Infected hemorrhoids should I>e removed, 
wiih ample drainage of the perianal tis- 
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With serum and tlie niurtiie ti'-Mie is 
gangrenous UnrUt tin'( ci iditions the 
circulatory, respii iti ml nenous 
symptoms wind jn I iim itc bespeak 
the profound int i\K ii u I the organ 
ism Abdomimi i i ii ilc fitons ire less 
impressive and [kK k n nilcst itioiis are 
absent except t u n < i i cd lesistance 
perceived on palintnv hi al domen 

B Serous T\p Suru, peKic peri¬ 
tonitis forms the s<r 1 gioup In this 
type there is fnniiati i of false mem¬ 
branes which enclo^c i number of small 
collections of sci iim These give rise to 
general manitestatinns ot a less serious 
nature than do the others and present, 
m addition, a trank reaction m the m 
fraumbilical region Spontaneous pam 
i igidity and meteorism are limited to the 
hypogastrium and the iliac fossae and 
indicate freedom from involvement of 
the upper part of the abdomen Pam 
provoked by pressure increases tonards 
the pubic symphysis and is more severe 
when compression is released (Blom- 
berg’s sign) Upon bimanual examina¬ 
tion a high, utero adnexal induration is 
felt, in which the presence of fluid is 
doubtful 

C Purulent Type In plastic purulent 
pelvic peritonitis the symptoms are local 
ized in the lower abdomen and the pelvis 
The most characteristic symptom is a 
more or less voluminous plastic indura¬ 
tion in the cul de sac This may be of 
liquid consistency, resistant or fiuctuat 
ing 

TREATMENT 

In these cases the surgeon should 
endeavor to distinguish between the 
case in which an impetuous operation 
would lead to death and the case m 
which a prompt intervention may be a 
life saving measure 

In hyperseptic pelvic peritonitis, sus¬ 
tained general and medical treatment 
maybe sufficient Operation is contram 
dicated m these cases A woman with 
hyperseptic pelvic peiitomtis following 


an abortion was brought to my service m 
April, 1936, during the night and oper 
ated upon by my assistant Laparotomy 
cleansing, disinfection and canalization 
(Mickiuhcz technic) were performed, 
death occurred four houis latei I hare 
seen many similar cases and I believe 
that it is best to refiain from operating 
m these instances 

In cases of serous peritonitis, or those 
of the second group, in which general 
symptoms are less maiked, the surgeon 
must exercise watchful waiting, and 
only in the case of aggravation should 
one proceed to perform laparotomy, with 
adequate diainage These cases usually 
prove fatal and only slight hope may be 
offered e\ en by prompt sui gery Death 
usually' occurs suddenly 

Finally, in plastic purulent pelvic peri¬ 
tonitis, comprising the third group, 
surgical interference by immediate pos- 
teiior colpotomy is indicated and the 
results are usually excellent 

SUMMARY 

Differentiation between pelvic pen 
tonitis and diseases which resemble it 
(appendicitis, intestinal occlusion, ileitis 
and toision due to tumor) usually is rc 
latnely simple The exact type of 
pathology is somewhat more difficult to 
determine Careful history taking is of 
utmost importance Three types are rec 
ognized (1) the hyperseptic, (2) the 
serous and (3) the plastic purulent In 
the hy'perseptic, medical treatment mar 
be sufficient In the serous, surgeiy is 
advisable only m sevcit cases, m the 
plastic purulent \ ariety, surgery yields 
excellent results 

RRSUMfi 

let! aileincnt cliii logical de la 
pentonitc ptlucnne 

II est facile de differeiicier la peii- 
tomte pelvienne des maladies qui lui re- 
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PJ l VIC CELLULITIS 

I ) > '■ K’l 'i W FA’DASO, M.D., F.I.C.S. 

I 'In Mcxicin A.cadcmy of Surgery 
If M( O CITY MEXICO 


E ach mIi' i ii nus to 

create ii*-M ■ I'-;' accord- 

ins^ tn it' ' <1 ' iiiii investi- 

sjations. Ceilnii > a )i ire mean¬ 
ingful to soiiK I 1 .111 .iguc ideas 

toothers. I <« i.m.i m the French 
school hepatii iP'in ) n. ' has hecn a 
fruitful field .a i i,«iihctica! work, 
which, thiouyh dini. d biological and 
pathological studi liis been the foun¬ 
dation foi all sunlii' in hepatology' 

The term celKihti' is to some only an 
abstract cntiti Miihin uhose imprecise 
houndai ICS theie uould he room for a 
great deal of p,ithology, but to certain 
pathologists it implies clinical facts and 
biological concepts hy means of which 
far-renching therapeutic effects are ob¬ 
tained, 

Connectiv'e tissues are the funda¬ 
mentals of our economy, and although 
they vary from the least differentiated 
(embryonal) tissue to the most highly 
specialized (osseous or cartilaginous) 
tissue of the adult, they are elements of 
the same tissue group, and their morpho¬ 
logical divergencies are due only to 
chemical changes of a local order. The 
entire reticulo-endothelial system i.s but 
a form of cellular elements of connective 
tissue origin. 

The histologic characteristic of con¬ 
nective tissue is its formation from col¬ 
lagenous fibers with a system of small 
elastic fibers anastomosing among them¬ 
selves to form a fairly dense network 
which gives it the cliaracteristic of elas¬ 
ticity. In the interstices of their net¬ 
work are the cells, some being autoch¬ 
thonous, the aborigines of this tissue 
whose activity and nutrition are re¬ 
stricted: others, of a great nutritive and 
elaborative capacity, are usually mobile 


and active in phagocytosis, their biologic 
character enabling them to transform 
themselves from one type to another 
(phagocytes, macrophages, histiocytes, 
etc.). They have the physiologic char¬ 
acteristic of being bathed by the in¬ 
terstitial lymph which individualizes the 
economy through its peculiar physico¬ 
chemical composition Each individual 
has the reactions occasioned by his in¬ 
terstitial lymph, since it is the environ¬ 
ment in which the cells live and are fed 
and at whose expense they exist. 

Considered physiopathologically, the 
connective tissue alone possesses san¬ 
guineous capillaries which are in inti¬ 
mate contact with the elements derived 
from the blood (polynuclear, secretory 
elements, lymphocytes, etc,), and in 
dose interchange with the pathogens 
which reach them from it. Not a single 
process of inflammation takes place ex¬ 
cept through the modifications under¬ 
gone by the capillaries and the interstitial 
lymph, and consequently the connective 
tissue. 

Surgical pathology is to a great ex¬ 
tent connective tissue pathology, since 
this tissue is charged with the task of 
repair and suffers most in the process 
of destruction. What is called inflam¬ 
mation of the epithelial tissues (nervous 
centers, divers glands, etc ), is but the 
infi.immation of the connective tissue 
which acts as a support and as a nutri¬ 
tive base for the nen'ous and glandular 
cells, and, in the peritoneum, for the 
endothelial lining supported and nour¬ 
ished by the subjacent connective tis¬ 
sue which gives it its physiologic and 
pathologic character. 

Therefore, when speaking of pelvic 
cellulitis, we cannot get away from the 
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were removed 72 hours after the operation. The 
■ patient left the hospital August 2. 

The infant weighed six pounds, two ounces 
(2.8 kg.). It was cyanotic and had plastic mal¬ 
formations of the head. It lived only 17 hours. 

It was almost impossible to make a 
correct diagnosis, although the examina¬ 
tion was made by a competent and ex¬ 
perienced physician. The fetal parts 
and the reflex movements were not 
clearly perceived, nor were the cardiac 
sounds audible, even though the abdomi¬ 
nal walls were thin. Vaginal examina¬ 
tion gave the impression that the pla¬ 
centa was being felt through the lower 
uterine segment, an excusable misinter¬ 
pretation, since the placenta occupied 
the rectouterine pouch. It was not pos¬ 
sible to palpate the uterus pushed to the 
posterior side of the pubis on account of 
the pain induced by palpation and also 
because it was feared that bleeding would 
be provoked. 

Of the 17 cases of extrauterine preg¬ 
nancy which I have observed, 6 were 
lithopedions (these sometimes develop in 
extrauterine pregnancies), the skele¬ 
ton of the fetus being eliminated through 
the rectum, vagina and bladder. Cases 
of this type have been treated by Drs. 
Calixto Rojas, Rafael Lucio, Juan iMa- 
ria Rodriguez, Manuel T. Gonzalez and 
Francisco Reyes. In 4 cases (those ob¬ 
served by Drs. Juan Maria Rodriguez, 
.Alfonso Erdozain, Francisco de P. 
Chacon and Alberto Lopez Hermosa) 
the condition was discovered at autopsy. 
Of the 7 remaining cases, in only 2 was 
the correct diagnosis made; in the other 
5 the diagnosis was made only at opera¬ 
tion. In 2 cases total removal of the pla¬ 
centa was done; partial removal was 
done in the remaining cases, with mar¬ 
supialization. Four of the patients died 
and three babies lived. 

In the case herein reported, the 
cl;>.ssical characteristics of ectopic {)reg- 
nancy were absent, not only because tlie 
diiferent part.s of the fetus could not be 
• ell but a.l-ii because the prettnancy de¬ 


veloped almost normally until the last 
month of gestation. In the majority of 
cases the patients were extremely pale, 
lost weight and suffered from acute ab-' 
dominal symdromes, with frequent ab¬ 
dominal pain which did not disappear 
even after treatment and rest. More¬ 
over, in the majority of cases complete 
softening of the cervix, a normal occur¬ 
rence at the end of pregnancy, did not 
take place. Finally, the cervical canal 
was only slightly patulous. 

SUMMARY 

In the case herein reported, a diag¬ 
nosis of placenta previa, complicated by 
abdominal pathology, was made in a 
multipara, aged 30, at term. Abdominal 
section revealed a living fetus in the 
abdominal cavity with the placenta in the 
posterior cul-de-sac. The baby weighed 
six pounds, two ounces and was living, 
but it was cyanotic and had plastic mal¬ 
formations of the head. It died after 17 
hours. The mother made an excellent re¬ 
covery. Of 17 cases of extrauterine preg¬ 
nancy observed by the author, 6 were 
lithopedions and 4 were observed at 
autopsy. In the 7 remaining cases, the 
correct diagnosis was made before oper¬ 
ation in only 2; 4 mothers died and 3 ba¬ 
bies lived. 

RfiSUMfi 

G'rossesse extra-uterine avec enfant 
vivant a ferine 

Dans ce cas, il avait ete pose le diag¬ 
nostic de placenta previa complique par 
un etat pathologique abdominal. La 
malade, une miltipara, avait trente ans. 
La grossesse etait a terme. Une cesa- 
rienne revela dans la cavite abdominale 
un foetus vivant. L’enfant pesait si.x 
livres; il etait cyanotique et presentait 
des malformations plastiques de la tete. 
Le placenta etait insere dans le cul-de- 
''ac posterieur. L'enfant vecut di.x-sept 
heures. La mere fit une e.xcellente con¬ 
valescence. Dans dix-sept cas de gros- 
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A. State of profound suH(.rm2: m i\ eti'-ue 
liecause of vasotonsti uti m b\ s\nipi 
thetic action, capilhi r st ini'- anbnlisms 
in situ and locali/id ucchms due to 
insufficient filteriiv tin iivh tht inpired 
endothelial ualls of tin. ptnioneuin 
Etiologicalh -.trcptorom the gono 
COCCI and anaerobic iuctcria to,2ether or 
alone, are the insti^uois of pchic cellu 
litis In ordei ot lre<iucnc% thehemohtic 
streptococcus alone oi associated with 
the B peril ingens he ids the list fol 
lowed closelj b) the colon bacillus 

jMost of the casts tollow pueiperal 
infections neglected uterine ruptures 
and postabortn e sepsis Many however, 
occur postoperatuely following resec 
tion of the rectum for cancer, when a 
suture tears loose and after septic 
gynecologic operations A perirectal 
pelvic cellulitis ma> follow perineal re 
pairs when needles have been passed 
through the walls of the rectum follow¬ 
ing suprai aginal h) sterectoiny, it prob¬ 
ably represents the extension of an in¬ 
fection from the endocervix or of in 
fected cancer when it follows a hysterec¬ 
tomy for cancel It may follow pehic 
appendicitis w ith gangrene and pci fora- 
tion, or perforated diverticulitis or se- 
veie peKic traumatisms with rupture of 
the hollow' viscera of the pelvis 

These infections may result m compli¬ 
cations, such as infectious endocarditis, 
accompanied by general systemic symp 
toms All possible means, such as anti 
toxins and anti infectious injections, 
opsonic therapy, immunization injec¬ 
tions, etc , should be eniploj ed, ample 
irrigation of the aftected areas, and, 
if an initial focus of infection is safelj 
accessible, extirpation, if possible, with 
a minimum of trauma, electrosurgery 
being the procedure of choice Despite 
our tew therapeutic resources, many of 
these desperate cases have been saved 
Only those grace and fulminating infec¬ 
tions with tendencies to heart failure re¬ 
sult fatally in 24 to 4S hours 

rile t\ pe of pel\ ic cellular intectioii 


which IS by far the most frequent and 
tor which the teim pelvic cellulitis is le- 
serced is rarel) a fatal disease, being an 
iiounced b\ rigors and fee ei and general 
physical manifestations 

Pelvic cellulitis inav be a complication 
of a preexisting pelvic condition, oiig- 
iiiatmg in ordei of fiequency from (1) 
the female genitalia, (2) the rectum and 
Its neighboring tissues, (3) the extra 
pelvic organs abnormally introduced 
into the pelvis, (4) the male genital 
apparatus, (5) the urinary apparatus 

INFECTIONS OF FEMALE GENITALIA 

Cellulitis originating from the female 
genital apparatus is most frequent and 
IS usually caused by the streptococcus, 
w'lth the gonococcus and the colon bacil¬ 
lus as accompanying organisms The 
infection may be paiametnc or penad- 
nexa! and may occur subsequent to 
childbirth or abortion with infection, as 
a complication of gonococcic infection, 
or as the result of curettement or cauteri¬ 
zation The inflammatorv process may 
lead to sclerosis or suppuration Sclei- 
osis develops alter a prolonged period of 
hyperemia, which changes the mature 
connectne tissue into embrjonal tissue, 
a process whereby vasodilations, by 
attentuated but pel sistent inflammatory 
reaction, accelerate their cycle tow aids 
sclerosis or maturity This results m ad¬ 
hesions, chronic mfiltiation and plastic 
cellulitis which otteu agglutinates all 
the affected organs into a single mass, 
twisting their vascular pedicles and im¬ 
prisoning the more mobile organs 
(ovaries, oviducts, etc ) m the clastic 
w eb of the new tissue 

Suppuration dec elops when the mobile 
elements are verj numerous — a multi 
tude of polj niorphonuclear leucocytes 
surrounding the focus These elements 
are so nunieroiis in the peritoneum and 
are of such nutritue mil ehboratiie 
capacity that when thej ' tr 
the) free ferments of 
t\pe which bring aboii 
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Dr. Francisco CastiiJo Najera. Ambassador to 
the United States from Me.xico, was born Novem¬ 
ber 25, 1SS6, in the city of Durango. He was 
graduated ifarch 6. 1913 , in medicine from the 
Facility of Aledicine of the University of Mexico. 

He studied urology in the clinic of Joseph in 
Berlin, (1924) urology under Legueu and abdoni- 



the Army of the Northwest (1915) and of the 
Third Division of the Northwest (1915-1917); 
director of the military hospitals of Leon, Tor- 
reon, Nogales and Me.xico, at various periods 
from 1915 to 1927; director of the Military Medi¬ 
cal school and chief of the Military Health de¬ 
partment of the .Armed Forces (1920) ; member 
of the Revision Commission of the Certificates 
of Service of the Military Medical Body (1919- 
1920) and of the .Advisory Commission of Mili¬ 
tary Hygiene (1918-1920). .At present he holds 
the rank of Brigadier General in the Service of 
.Military Health of the .Me.xican .Army. His 
teaching ai)i)oimmeins include the following: 
Honorary professor of general pathology (1913) 
and professor of legal meilicine (1920-1922 and 
1924) in the Faculty of Medicine of the Univer¬ 
sity of .Mexico; professor of general pathology 
t 1927) and of urology (at various periods from 
1917 to 1927) in the Military Medical school; 
professor of urology for postgraduates (1927), 
Faculty of Graduate Studies, University of 
Mexico. 

Najera was representative and delegate of the 
.\cademy of Medicine, of the Medico-Legal Body 
of the Federal District and of the States of 
T.ibasco and Sonora at the fifth, sixth and seventh 
Nation.d .Medical Congresses held in Puebla 
(1918), Toluca (1920) and Saltillo (1922), and 
to the First Conference on Venereal Diseases held 
in .Mexico ( 1924) ; personal representative of the 
president of the Rejmbhc at the Tenth National 
-Medical Congress held in Morelia, 1932; vice 
]ircsidenl of the Secoml .Mexican Congress of 
T.'ibardillo, .Mexico, in 1921 ; member of the First 
.MexK-an Child Congress, 1921, and General 
Secre'..ir> of the Commission organized subse- 
i;uenti\ ; first '.ice president of the Seventh Latin- 
.\nierican .Medical congress, Mexico, 1930; presi- 
ileiit eif the .Mexican Delegation, International 
.\sse:.'ibl> of the International College of Sur¬ 
geons, Nev. York, 1939. 

C e'linins'sioiis ar.d Decorations. He was coiii- 
::;;-s;o:;ed by th.e .Mexican Governinent to the 
tullo'.ving mternation.il congresses and confer- 
ei.ces: I'.inanierican Conference of Venereal 

i,i'es, Washington, 1920; .American .As'socia- 
o: He.dii;, Nev. York, 1921 ; Thirteenth Con¬ 
gress of IHdrolvgv and Climatology, Lyons, 1927; 
-M-.Ml g; of idrueseis, 1928-1932; Sixtii 
r;. ( niigre-- o: .Milit.iry .Medicine and 

P. , i';.'; liigne, 1931, Eighth Interna- 

t- -■ .1 t .:.gr.-s ijI .Mil'.tir, .Medicine and I'har- 
■ PeH .j.-.J 'J'enrJl .Meetings 
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sue; fistulas slioultl l>i 'ii, in « 1 < >1 > ti the 

electric knife and ll i lotiini -liouM he 
dilated. In case- ni h nuiloma- 

tosis, cancer and dn'ila 'Jif-- ;)ioi)ei 
therapy should In n.- iin ! 

It is questioinhk win.tin i -lejiiioido- 
diverticuhtjs shonl 1 'n .niLi ittd upon 
during the cellulin-. [k i)i m uhether 
this should be diHK .ill i hi d resorting 
to medical trealnitnl \(.cordmg to 
Hailes, Ransomc Re.i sk if intestinal 
obstruction is not coni|il(ic the surgeon 
should not operate foi pehic cellulitis. 
In the presence of oh'linction, gangrene 
or perforation of an infected diverticu¬ 
lum an aitificial anus should be made. 
Leucocytogenoiis preparations only in¬ 
crease the stasis and the intersti¬ 
tial edema 

rOMPLICtTIONS 

The coexistence of acute inflammation 
of the right adnexa with appendicular 
patholog} IS relatively common. There 
uiay be inflammatory appendicular le¬ 
sions and ovarian changes (congestive, 
sclerosing or cystic) which may be re¬ 
lieved by adequate treatment, such as 
correcting the circulatory disorder by 
ovarian sympathectomy and freeing of 
adhesions This should be kept in mind 
when operating, and conservative sur¬ 
gery should be performed e-xcept when 
degenerating lesions of the ovary and 
oviduct are present In all cases of acute 
appendicitis which simulate pelvic cellu¬ 
litis or which complicate it by the ab¬ 
normal situation of the appendix, imme¬ 
diate surgery is necessary. 

The important thing to be emphasized 
is that the cellular process of a purely 
congestive type is alleviated by active 
vasodilation and by stimulation of the 
sympathetic system. No intervention is 
indicated, at least at first. Where intes¬ 
tinal occlusion threatens, an immediate 
operation is indicated, once a definite 
diagnosis has been made. For like rea¬ 
sons the same conduct is to be followed 
in mesenteric infarct, whether or not it 


IS complicated by pelvic cellulitis. 

The uterine mucosa is a tissue which 
may develop in unusual places. The 
pathologic complex is known as endome¬ 
triosis. This tissue responds to the en¬ 
docrine stimulus in exactly the same 
manner as the normal mucosa of the 
uterus. At each menstruation there are 
pelvic p.ain, discharge, manifestations of 
a mild degree of cellulitis, peritoneal irri¬ 
tation and even hemorrliage. Sometimes 
during menstruation painful nodules 
may be felt at the level of the ovaries 
and a marked inflammatory reaction is 
present. The distinctive characteristic 
of these disorders is that they disappear 
completely between menstrua! periods, 
only to reappear at the next period. 
Women between the ages of 30 and 40 
years who have suffered previously from 
menometasfasis or have undergone 
operations on the genital apparatus are 
affected by this disorder. Since the con¬ 
dition is caused by mechanical engraft- 
mgs of uterine mucous, treatment 
should be surgery or radiotherapy; if 
surgery is resorted to, it would suffice 
to extirpate the grey or blue-colored 
nodules which are present in the ovary 
and which are frequently confused with 
cystic formations, like those scattered 
at the level of the ligaments or in the 
pelvic infundibulum. 

Pelvic cellulitis, through thrombo¬ 
phlebitis of the ple.xtises of the prostate, 
is the most frequent cause of grave geni¬ 
tourinary septic states in the male. 

Trauma, whether the result of a direct 
wound or of rupture of hollow viscera 
in severe injuries of the pelvis (frac¬ 
ture, contusion, etc.) may provoke pelvic 
cellulitis of an acute type in which de¬ 
velopment is rapid and dramatic and the 
symptonis varied. The condition is re¬ 
lieved by treating the lesions occasioned 
by the trauma. 

SUMM.tRY 

The author explains the development 
of pelvic cellulitis on the boys of the 
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In the city of Mexico, he has been surgeon 
of the General Hospital and of the Military Hos¬ 
pital and for 25 years chief surgeon of the Hos¬ 
pital de Jesus. _ . , , 

At the Universit\’ of ^le.xico he has held a 
professorship of Abdominal and Clinical Surgerj 
in the Postgraduate Faculty and the following 
professorships in the Medical Faculty: of 
Sur"’ical Technic on the Cadaver; of Iherapcutic 
Surgerv; and at present of Clinical Surgerj, a 
course of which he is also in charge in the 
Medical Military School. In addition, he has been 
Chief of Surgical Teaching and Sub-Director of 
the Medical Faculty. He is a member oi the 
\cademy of Professors and a member ot the 

University Council. \ . 

He has also been presiden! ot the AcadLm> 
of Medicine, first president of the Academy ot 
Surgery, president of the Mexican Medical So¬ 


ciety, first general secretary of the Syndicate of 
Physicians and Surgeons of the Federal District, 
vice president of the Franco-Mexican Medical 
Society, member of the Academy of Science of 
Mexico and Havana, member of the Japanese 
Kcd Cross, member of the Society of Military 
Physicians, honorary surgeon of the General Hos¬ 
pital, honorary professor of the University of 
Miehoacan, honorary member of the Mexican 
Society of Traumatology and honorary member 
of the International College of Surgeons. He has 
heeii consultant of the Medical Service of the Na¬ 
tional Railroad of Mexico and has the rank of 
Licmcnant-Coloncl in the Medical Corps of the 
National Army. 

He has written five books about clinics, in gen¬ 
eral and in particular, and numerous scientific 
articles which have been published in the medical 
journals. 



EXTRAUTERINE PREGNANCY WITH A LIVING 
CHILD AT TERM 

AVI Lf \0 GAV VI DON SALAMANCA, M D , F I C S 

\n \ICO CITY MEXICO 


C linical of extrauterme 

pregnancie-- are of \alue because 
they furnish additional informa¬ 
tion regarding this intci esting condition 
and because augmentation of knowledge 
makes the physician better able to diag¬ 
nose the condition correctly Statistics 
show that extrautenne pregnancies are 
occurring with increasing frequency In¬ 
ternal hemorrhage is a dreaded compli 
cation which, when severe and not 
promptly arrested, may cost the patient's 
life within a few hours Misleading 
symptoms result m errois in diagnosis 
and, on occasion, disaster 

I treated the following case recently, 
the patient was referred to me by another 
physician, the diagnosis being placenta 
praevia 


C^SE REPORT 

A S aged 30 of Pueblo, Mexico, entered 
the hospital for treatment June 2a, 1936 The 
family and personal history presented nothing 
of importance The patient had had four 
normal pregnancies and no miscarriages Her 
last menstrual period began October I, 193a, 
the first three months of gestation were un 
etentful For eight days in January, 1936, the 
patient complained of generalized severe pam 
m the lower part of the abdomen and lumbar 
region, accompanied by a small amount of 
vaginal bleeding and by fever and asthenia The 
patient was treated for threatened abortion 
Gradually the pain decreased and finally dis¬ 
appeared From then on her progress was un¬ 
eventful until May 1, when she fell on her 
abdomen, severe pam followed but was of short 
duration, although it returned with increasing 
fetal movements 

The attending physician tried during the first 
days of June to change the position of the fetus 
by external maneuvers but without success On 
June 24 vaginal bleeding set in, and at times 
the pains simulated those of labor The patient 
was first seen by me the following day 


Examination revealed tenseness of the ab 
dommal wall, tenderness m the right iliac fossa 
and hyperesthesia of the skin The cephalic pole 
of the child was at the level of the right hypo- 
chondrium and the caudal pole in the left iliac 
fossa, with the neck turned to the left The 
fetal heart sounds vv ere heard in the supenor 
right afadomiml quadrant On vaginal examina¬ 
tion, the cervix was found cylindrical and in¬ 
completely softened with little dilatation of the 
cervical canal, winch was pushed back poste¬ 
riorly The ciil dc sac was occupied by a uni¬ 
form soft mass The patient’s face displayed 
anguish Her temperature was 101 3* F, pulse 
130 and respirations 30 

diagnosis of placenta previa centralis 
was confirmed, complicated by some obscure 
abdominal process (appendicitis?) Low cesar¬ 
ean section was advised The operation was 
performed under spinal anesthesia On opening 
tile abdomen a brow n fluid containing greenish 
particles, somewhat loosely attached to the 
intestine, vyas found, showing the presence of 
generalized peritonitis While the abdominal 
fluid was being aspirated m an attempt to locate 
the appendix, the umbilical cord was en 
countered The baby was found inside the ab 
doniinal cavity, md immediately after it was 
ex racted it began to breathe Part of the mem 
braiies coyermg the infant were removed with 
the infant, those remaining were removed 
mnncdiatelj afterwards The uterus was some- 
vvhat enlarged (a cm to the pubis) and the 
placenta was adherent to the floor of the 
postenor cul de sac of Douglas m a cavity, the 
anterior wall of winch was formed by the 
anterior surface of the sacrum and the investing 
membranes The placenta was removed m its 
en ircty and the place of its insertion packed 
with gauze Three drams were left in situ At 
the conclusion of the operation the patient re 
ceued a liter of salt solution 


The following morning she was extremely 
HI, with Hippocratic facics and rapid puJ^e SJie 
had not lost much blood A great quantjtv of 
serum discharged completely saluraiintr t 
gauze packing 

Two blood transfusions one in the i 
and another in the evening, were gi 
nioic salt solution injected From 
stcad\ improvemcnr wa^ noted T 
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Spccialhaiioii Courses. Gynecology and ab¬ 
dominal surgery, Faculty of Graduate Studies, 
later philosophy and letters in the Graduate 
School, University of Alexico, for three years; 
graduated in the specialty October 26, 1926. 
Thesis, ‘‘Elements of Gynecomastotherapy." Re¬ 
sident at the Cancer Institute, New York, 1931. 
.\ssistant in the hospitals of Paris and London, 
1932, and in Paris and Rome, 1935. 

Professional Activities. Policlinica del Cinco 
de Mayo: Chief of the department of surgery 
and gynecology, from 1923 to the present. Bene- 
ficencia Espanola: Visiting physician, 1939. Dr. 
Lopez Esnaurrizar Sanitarium: Director, from 
1938 to the present. University of Mexico: Ad¬ 
junct professor in the Faculty of Medicine, 1923- 
1935; professor of clinical propedeutic surgery 
in the same school, from 1936 to the present. 

Congresses and Coinniissions. Mexican delegate 
to the Seventh International Congress of .A.cci- 
dents and Diseases in Industry, Brussels, 19o5; 
First International Congress of Gastroenterolog}', 
Brussels, 1935; and to the International Assem¬ 
bly of the International College of Surgeons, 
New York, 1939; in 1932 attended the Interna¬ 
tional Congress of Surgery held in Madrid. 





Honorary Offices and Commissions: Academy 
of Surgery: Secretary, 1936-1938. Permanent In¬ 
ternational Committee for the Study of Accidents 
in Industry: Secretary of the Mexican National 
Committee of the Seventh Congress, Brussels, 
1935. International Society of Gastroenterology: 
Secretary of the Mexican National Committee 
of the Second Congress, Paris, 1937, and vice 
president of the same committee for the Third 
Congress, London, 1940. International College of 
Surgeons: National Regent for Me.xico, New 
York, 1939; treasurer Mexican chapter, 1939. 

N^ational Societies. Mexican Medical Associa¬ 
tion, Academy of Surgery. 

Foreign Societies: International Society of 
Gastroenterolog}', International Society of Sur¬ 
gery, International College of Surgeons. 

Honorary Distinctions. Prize of the Federal 
Department of Labor of Mexico, monograph 
contest, 1934. Director of the Section of Gyne¬ 
cology of the Revista Me.vicana Medicina. 

Writings. Te.xtbook, “Tratado de Clfnica Pro- 
pedeutica Quiriirgica,” Uteha, Mexico, 1939; 
“Elementos de Ginecomasoterapia” (unpub¬ 
lished) ; various scientific works in the Mexican 
and foreign journals, and reports of national and 
international congresses. 

DR. FRANCISCO FONSECA GARCIA, 
F.I.C.S. 

.SF.CRET.tRY OF MEXIC.tX CHAPTER 

Born in Mexico City. Graduated in medicine 
from the Faculty of Medicine of the University 
of Mexico (1925). 

Sf>cciali:ation Courses: Gynecology and ab¬ 
dominal surgery (postgraduate courses of the 
General Hospital. 1928). 

Professio)iaI .dctivitics: Public .\ssistance: 
Chief of the Surgical Service of the General 
Hospital. Francesa Charity; Chief Surgeon of 
the Service of the Sanatorium of the Francesa 
Red Cross. Professor of clinical surgery in the 
Faculty of Medicine. University of Mexico. 

Honorary Offices and Commissions: .Aicademy 
of Surgery. \’oting member of the Board of 
Directors, 1936-1938. International College of 
Surgeons. Me.xican Chapter: Secretary of the 
National Executive Council. Mexico, 1939. 

.Xalional Societies: Mexican Medical Associa¬ 
tion. SocietN of Physicians of the General Hos¬ 
pital; Medical SocietN of the General Hospital, 
actiw; National .Athenaemn of .Sciences and Arts, 
.iclue; \cademy of Surgery. 

Foreign .Soeielie.i: International College of Sur¬ 
geons, fellou. 

Honorary Distinctions: Olhcer of the Academia 
de la Repnblica Francesa. 

WritiiK/s. .Scientific works in various reviews 
•iiid p< riodicals, national and foreign. 
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sesses extra uterine ^ eb'-encs p r 1 lu 
teur SIX etait de^ litii p Ii n-- ;u tu 
furent des tromnlle- d'uitrp'-ie Duns 
les sept autres ca^ It ii ^nosiie cornel 
lie fut pose avaiit I operation qiie d me 
deux cas, quatre de ees eept nierce iiiou 
rurent, trois eiifani' \ ecui eiit 

ZUSAMMENFASSUNG 
hitrautci ing! ai uiilul nut au^gctia^L 
nein Icbendem Ktnde 

Ini vorliegendeii I'alle wai bei eiiiei 
30 jahngen ]\Iehrgebaieiideii die Diag 
nose Placenta praevia kompliziert durch 
eine Bauchpatliologie am Ende der 
Schwangerschaft gestellt woiden Der 
Ixaiserschnitt ergab ein lebendes Kind in 
der Bauchhohle nut der Plazenta iiii hiii 
tern Ueinen Becken Das Kind wog seclis 
Ptund, und war am Leben Es was zya- 
notisch und hatte eine plastische Defer 
niitat am Kopfe Es starb nach 17 Stun 
den Die Mutter erlioite sicii gfatt In 17 
Fallen \ on Bauchliolilenschwanger- 
scliaft des Veifassers 6 waren Lithopa 
dioii und 4 wurden bei der Autopsie fest- 
gestellt In den ubrigen 7 Fallen war die 
korrekte Diagnose nur m 2 vor der Ope 
ration gestellt worden 4 Mutter starben 
und 3 Kinder lebteii 

SUMARIO 

rinbaia::o exhauterino loh un miio 
VIVO hasta teniiuw coiiipleto 

En el caso presentado aqui, uii diag- 
nostico de placenta previa, complicado 


lon patologia abdominal, fue hecho en 
iiiia iiiultipaia de 30 aiios de edad cuan- 
do estaba a termino La cesaria revelo 
un feto M\ o ell h ca\ idad abdominal con 
h placenta en el tondo de saco de Doug 
1 IS n niiio peso sets libras y estaba vi- 
\ lendo, pero estaba cianotico y tenia mal 
torniaciones de la cabeza Este iiiurio 17 
lioias despues La iiiadre liizo un reco 
liiainiento excelente De los 17 casos de 
eiiibaiazo exti auterino observados por 
el aiilor, 6 eran litopedios y 4 fueron 
observados en la autopsia En los 7 cagos 
lestantes, en solaniente dos el diagiios 
tico tue correcto antes de la operaci6n, 
4 niadres niuneron j tres iiiiios \ i\ leroii 

RIASSUNTO 

Gi ol idanoa fiioii I iitDO lOii un bunbo 
vnente ad intieio temnne 

Xel caso presentato qiii dentro, una 
diagnosi di ])lacenta preiia, coniplicata 
per patoiogia addoiiimale, fu fatta in una 
niultipara, di trent aniii, a termine La 
sezione Cesarea rivelo un feto vivente 
nella ca\ ita addoiiimale con la placenta 
iiel fondo di sacco ])ostenore II bambino 
pesaea sei libbre ed era vivente nia era 
eianotico e a\eva maltorniaziom plas 
tube della testa Mon dopo diciassette 
ore La ntadie fece una guarigione 
eceelleiite Di 17 cast di gravidanza 
tuori I’utero, osservati da I’autore, 6 
turoiio litopediones e quattro turono 
ossei \ ati a I’autopsia Nei 7 cast restanti, 
in soltanto 2 casi la diagnosi corretta fu 
tatta prima I’operazione, quattro iiiadri 
iiioi iiono e tre bambini vissero 
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(Continued from page 2S0) 
selected the newest and most standardized surgi¬ 
cal methods of plastic repair. Included in this 
single volume are translations and excerpts from 
the works of English writers. Special surgery 
of the neck, trunk .and extremities are omitted. 
The most elementary details are described, such 
as the incision, proper c.xcision of tissue, rear¬ 
rangement for suturing, types of sutures and 
suture material, wound dressings, tissue trans¬ 
plants and grafts. More than 400 pages are de¬ 
voted to the pre- and postoperative care of the 
patient, fluid, acid and salt balance, anesthesia 
and shock. The greatest emphasis is placed on 
the surgery of the nose. The 22 chapters deal 
with operations in general, tissue transplanta¬ 
tion, wounds, burns, the cranium, the eyelid, the 
auricle, the maxillofacial region, the lip, cleft- 
lip and cleft-palate, the mandible, the salivary 
glands, surgical affections of the skin and piaster 
encasements and prostheses. The impression of 
too much redundancy is perhaps gained. The 
voluminous bibliographies should prove of special 
interest to the research worker. 

A. 


Cardiovascular-Renal Disease. By Laurence 
\V. Smith, M.D., Edward Weiss, M.D., 
Walter I. Lillie, M.D., Frank W. Konzel- 
manti, M.D., and Edwin S. Gault, M.D. Pp. 
227. New York: D. Appleton-Century Co., 
1940. 

T his work is a fine correlation of the clin¬ 
ical. pathologic, ophthalmologic and labora¬ 
tory findings in cardiovascular-renal disease. 
It is based on material awarded the Frank Bill- 
in<^s -^old medal at the scientific exhibit of the an¬ 
nual meeting of the American Medical Associa¬ 
tion San Francisco, June, 193S. The importance 
of fundus studies in this disease is stressed. Two 
plates in color, black and white illustrations, 
charts and tables in outline form present the im¬ 
portant findings. The bibliography is adequate. 

Herbert A. S.tcKS 


The Principles and Practice of Ophthalmic 
Sm-ery Bv Edmund B. Spaeth. M.D., 
\<sociatc Professor of Ophthalmology in 
ih'e Graduate School of Medicine, University 
of Pennsvlvania, Philadelphia. Cloth. Price, 
•ein Pn*S3'' with 1,035 illustrations. Phil- 
adeiphi.?: Le; & Febiger. 1939. 

T his textbook of over SCO pages is a most 
welcome addition to the already existing 
li'cramre on ophthalmic surgery. The 
amhor'iioi only describes the methods he him¬ 


self prefers as a surgeon but also the procedures 
of many other surgeons which serve the same 
purpose. Advantages and drawbacks of each 
method are carefully explained. Moreover, many 
valuable technics of examination (e.g., Walker’s 
method of localization of retinal tears in retinal 
detachment, gonioscopy. Barkan's method) and 
operations are quoted verbatim from the original 
publication. This is of utmost value because it 
saves the reader from searching the literature. 

The materia! presented is so e.xtensive that 
details cannot be discussed here. Most of the 
illustrations are elucidating, especially those de¬ 
scribing individual maneuvers during certain in¬ 
traocular operations. The size of some of the 
photographs is rather small and the photographic 
detail might stand a little improvement here and 
there. 

Max Herzog 


Synopsis of Regional Anatomy. By T. B. 
Johnston. M.D., Professor of Anatomy, Uni¬ 
versity of London, Guy’s Hospital Medical 
School. Fourth edition. Price, $4.50. Pp. 
462, with 17 illustrations. Philadelphia; Lea 
& Febiger, 1939. 

T his is one of the most excellent books on 
the subject. It is by far more than a "synop¬ 
sis.” It discusses many details that are not 
found even in some of our standard anatomies. 
This reviewer feels that so valuable a book that 
has so much ‘‘meat" warrants explanatory dia¬ 
grams or a few drawings. On page 3 the terms 
“clavipectoral fascia” and “costocoracoid mem¬ 
brane” are used synonomously. Did the author 
mean to give this impression? On page 14 the 
supraspinatus muscle is discussed. We believe that 
this all important structure could have been 
stressed with an additional practical example of 
function. On page 53 the boundaries of the 
femoral ring are given, the posterior boundary 
being considered the pubic bone when in reality 
this bone is covered by the pectincus muscle in 
this area. Alight not the mention of this muscle 
let the surgeon know that soft tissue will be met 
before reaching the pubic bone? Throughout the 
book italicized words and phrases are used to em¬ 
phasize important points. This reviewer believes 
this is an excellent idea. On page 179 the state¬ 
ment is made that internal hemorrhoids are a 
result of varicosities of the superior, middle and 
inferior rectal veins. We wonder if the author 
meant to imply that all three sets of these veins 
aid in the formation of internal hemorrhoids. A 
very cleverly outlined glossary is found in the 
front of the book giving both B.N.A. and revised 
(Please hint to page 286) 
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of Military Docununt 111 iIkc* 19^2 and lOU 
member of the Penn ou ti( C ('mtrtf<:<Jinn for fftr 
Military Medical L<»nprrc 1923 and 19^-* 
Besides this, he /ns i*- pf<.*>idtn( of the Mtvit ir 
Delegation, met with \ inous (.ongresscs on div 
armament, protection ot irti«tic md sacmifii in 
stitutions and historic nionunicnts, on nninuipil 
go\ ernments and emes the nnlk lndustr^ inter 
national agreement ind the signing of friend 
ship treaties, etc assuming on various occasion*; 
the character of plempotentiar) lie wa*. rep 
resentative of the Mcsican Govcrnmcni to tlic 
League of Nations 1933 1935 
He has held various honorar> commissions in 
the League of Nations He was president of the 
73rd, 74th and 75th periods of the Court, vice 
president of the 14th Assembly, 1933, president 
and vice president of various commissions, sub- 
commissions and conferences, 1933 to 1935, and 
president of the extraordinary assembly on the 
question of Chaco, 1934 

He was a member of the Board of Health of 
Pekin (1923), honorary professor of the School 
of Medicine of Varsovia (1933), private coun 
se//or of the Sovereign of Monaco regarding a 
Congress on the Humanization of War (1934), 
president and vice president of various interna¬ 
tional meetings and conferences in various coun 
tries, and patron of the Smithsonian Institute, 
Washington 

His diplomatic service includes appointmeiits 
as cn\o> cxtraordinar) and plenipotentiary to 
China (1922-1924), Belgium (1927-1930), Hol¬ 
land (1930-1932) Sweden (appointed in 1932), 
Prance (1933-1935) and Austria (1934-1935), 
amlnssador c\traordmar> and plenipotentiary to 
the League of Nations (1934) aiui at present, 
since February 1935, to the Uiiucil States of 
\mcnca 

Mcdicet Societies In .Mexico he is a member 
lit the Alcxican Medical Association, National 
Athenaeum of Sciences and Arts (honorary) 
Mexican Society of Geography and Statistics 
(active) \cadciny of Surgery, Academy of Mcdi 
vine Academy of Sciences 

He IS \ mcmliir ot tin. following foreign so¬ 
cieties IniLrnational Society of Surgery, Belgian 
Society of Urology, American College of 
Surgeons (fclfow) Association of Alilitary 
Surgeons of the United States (honorary), Inter¬ 
national College of Surgeons (honorary). Acad¬ 
emy of Medicine of Lima Academy of Sciences 
am) \rls of Cadiz, and others 
Dnijialioiis He has been decorated with the 
First Cl iss .Medal of .Military .Merit of Jfcxico, 
t^r.iiul Crosses of National Orders of Belgium, 
Bolivia Colombia, Cuba, Chile, Chini, Eenador, 
Haiti, Holland, Panama, Peru, Portugal, Santo 
Domingo, Grand Official insignia of the Legion 


1 • 1 tn an i of the Spanish Republic, 
I tf hi ni Ke/gmin (the only foreigner 
■> •'t *• ir b\ special royal decree), and 

fill it oi national and foreign organ- 

I/lt s 

ti He has had published scientific 
le uul other works in various Mexican and 

I ni^n peii-xlicals m addition to reports of na- 
' nil am! ntci national congresses, and books and 

pamphlets theses and conferences, as well as 

I I rary and historical articles, verses and poems 
too numerous to list here 


GONZALO CASTANEDA, M.D., F.I C S 

PRESIDEX'T A^D NATIONAL RECENT 
or THF MEXICAN CHAPTER 



Dr. Gonzalo Castaneda was graduated m 
I89S from the Medic il I'aculty of Mexico Fol 
lowing tins he ilul postgraduate work in Europe 
\l present he is physieiaii to tlie* Monte and 
Pachuc i Royal Mining Coinpiny, professor and 
director of the Science Insiitute of the State of 
Hidilgo, and deputy to the congress of the ‘>atnc 
>f itc 




COLONEL FIELDING H. GARRISON 
( 1870 - 1935 ) 

ON THE OCCASION OF THE FIFTH ANNIVERSARY OF HIS DEATH 

SOLOMON R. KAGAN, M.D. 

BOSTON 


D r. Fielding H. Garrison, a pupil of the 
great Dr. John S. Billings, was an out¬ 
standing figure in medical history and 
bibliography. 

He was born in Washington, D. C., on Novem¬ 
ber 5, 1870. His ancestors were French Hugue¬ 
nots. His great, great grandfather, John Gar¬ 
rison, was born in Virginia in 1740. The musket 
which he used during the Revolutionary War 
was preserved for years. Colonel Garrison s 
great grandfather, Samuel Hudson, was born 
in Alaryland in 1760. He was a scholar, a bo)i 
vivaiit and a lover of adventure. Garrison’s 
father, John Rowzee Garrison II (1835-1905). 
was a most just man who for a number of years 
filled the position of Deputy First Comptroller 
in Washington, D. C., and later that of Auditor 
to Porto rIco. From his father Fielding inherited 
certain Scotch traits and from his mother a 
French temperament. He was most fortunate in 
having parents who, recognizing his ability, did 
their utmost to aid in its development. A deep 
affection existed between Fielding and his mother 
and he found unending delight in her vivacity 
and wit. His father, however, of whom he was 
very proud, had the greater influence on his life, 
especially during his boyhood. Fielding told 
his cousin, Mrs. E. J. Price, that the example set 
bv his father had been a constant incentive to 
him. The traits that made for Fielding’s great¬ 
ness, his intellect, industry and tenacity of pur¬ 
pose, were inherited from his father. His talent 
for writing was a heritage from his Garrison 
ancestors. His father had it to a marked degree, 
although his busy life in other pursuits prevented 
its development. 

Garrison as a boy was slender, sandy-haired 
and blue-eyed and enjoyed e.xcellent health. He 
was a lover of the forests, through which he 
tramped in endless search for chestnuts and chin¬ 


quapins, and of all animals, both domestic and 
woodland. Despite his outward reticence and 
shyness and his precocious cleverness, he was 
possessed of a gamin-like sense of humor and 
was at times mischievous, as shown by an inci¬ 
dent related by his cousin, Mrs. Price, concern¬ 
ing one of his customary summer visits to the 
Garrison farm in Virginia. Mrs. Price had an 
enormous, snow white pet cat named Rip, which 
was the pride of her life. Young Garrison con¬ 
spired with one of her sisters and conceived the 
idea that Rip’s beauty would be greatly enhanced 
were his whiteness changed to blue. In a very 
short time Rip emerged, covered from his head 
to the tip of his tail with great splotches of blue. 

Garrison showed during childhood that he 
possessed courage, as well as a sense of humor. 
Another incident of his childhood illustrates his 
courage and also another quality. He noticed 
once in Glover Hill a large moccasin snake be¬ 
hind one of his cousins. Seizing a poker, which 
stood beside the fireplace, he waged battle with 
the venomous reptile until he killed it. The 
child, evincing the modesty which characterized 
him throughout his entire life, fled into hiding 
when the assembled family proclaimed him a 
hero. 

According to the recollections of his cousins, 
Mrs. Price and Mrs. M. S. Burdette, Garrison 
was not over ten years of age when he began 
to study music. His first instructors were Pro¬ 
fessor Orstensen and Professor Waldecker, both 
of Washington, the latter a teacher of some 
renown. As a youth Garrison was particularly 
fond of the waltzes of Johann Strauss, but later 
he became an enthusiastic admirer of Beethoven’s 
compositions, an admiration which remained 
unshaken until his death. However, he once 
remarked that the “gloriously harmonious dis¬ 
cords’’ of Wagner stirred him to his very depths. 
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/essiomlists Mcmco Coi tmissioned cspc 

cnlly by the Ac-tdenn cf Scicn cs before \an 
academics and scuniifit b cietics in Europe 
1935 1936 Dclcg-atc nt ih (.i \crnnicnt of the 
Stale of Campeche Sn. i l National Assembly 
of Surgeons, Mexico 19 56 and third National 
assembly of Surgeons Mexico 1939 Delegate 
of the National Athenaeum ot 'sciences and \rts 
Hrst National Congresb of Hjgicnc and Mcdi 
cine of Industry Mexico 1937 Representatne 
and Delegate of tlic International College of 
Surgeons, Mexican Chapter International 
Assembly of Surgeons New York 1939 
Commissions in Foreign Countries Represtnta 
tue and delegate to the Fourth International 
Congress of Hospitals Rome 193a Elc\cntli In 
lenntional Child Conference Brussels 193-' 
Seventh International Confercnci. of Accidents 
'ind Diseases of Industr> Brussels 1935 First 
International Congress of Gastrocntcrologx 
Brussels 1935 Eighth International Congress of 
kccidcnts and Diseases of Industry Frankfort 
on the Main 1938 Commissioned to study public 
issistance m Europe 1935 1936 


Congees'; M r 
the Pr It- 
amcr car M I 
litiidc tr I 

M Cii 

bir I r 
Nat nal \ 

1934 M 
r at 1C 
of I i r I 
orar n r I 
(ici \a 1957 


I latinn from 
\ cnezuela Pan 
r-ica^ 1933 Gra 
r f from the people 
1 Finlaj 1933 
I rci Crespo First 
1 11 '^ Garci Crespo 

I r I fh Permanent Inter 
f r 111 Study oi Accidents 
ikt t the Mam 1938 Hon 
t rnational College of Surgeons 


' t Viio^ scientific works books 
panij 1 1 t afioiial md international congresses 
special aid encyclopedic reaiews national and 
fore ,.11 irticl s chronicles and discourses on 
SCI lit fic historical literary and artistic themes 


DR MIGUEL L6PEZ ESNAURRiZAR 
FICS 

TREVSt/REB^WD^NATIONAL^KECET OE 


/^onon7i\ Ojffices and Commisn inv Secrciarj 
of the Academ) of Surger> 1933 1936 Interna 
tional Societi of Gastrocntcrolog> \otingmem 
her of the Mexican National Committee of the 
First Congress Brussels 193a vice president of 
Mexican Nation il Committee of the Second Con 
gross Pans 1937 and of tlic Third Congress 
London 1940 Permanent Imcrnational Com 
mittec for the Stud} of Accidents of Industr> 
Mcc president of the Mexican National Com 
miltee of the Seaciith Congress Brussels 193:) 
Mexican member of the Permanent International 
Comniittce Frankfort on the Mam 1938 Inter 
national Society of Surgerj Mexican delegate 
to the International Committee (original orgam 
/ation of the Mexican Nation il Committee) 
Cairo 1935 International College of Surgeons 
National Regent for Mexico Gene\a 1936 Gen 
eral Secretar> for Mexico of the Exccutiae Coim 
cil of the College Philadelphia 1938 co editor of 
the Journal Chicago 1938 

Aational Societies Mc-xie in Medical \ssocn 
t on Societj of Phjsicians of the General 
Hospital \ucitan Medical Society National 
Athenaeum of Sciences and Arts (acti\c) 
Mexican Societ> of Gcograph) and Statistics 
(active) Academ> of Surgcr> Academy of 
Sciences . i 

Forugn Socutus Intern itional Soi.icl> of 
Gastroenterology founder International Societj 
af Surgeons titular Intern itional College of 
Surgeons honorary 

Honorary Distinctions First prize tor honoring 
he memory of Manuel Acuna Seventh National 
Medical Congress (Rc.isla Medicina) Saltillo 
1922 Diploma of Honor, Tenth National Medical 



Born in Mexico LiW M ireh 23 1900 Grad 
iiated III medicine trom the Facult> of Medicine 
of the Uni\ersit\ of Mexico Thesis Technic 
of Intestinal Sutures commented on in the for 
eign press by Prof Jean Louis I aure m La 
Ptesse Mcdicalc Pans 



FOREIGN LETTERS 


ENGLAND 

The Editor 

J. International College of Surgeons 
Chicago, U.S.A. 

Dear Sir; 

Can any of your readers cite cases, from their 
own personal knowledge, in which fright during 
pregnancy has been associated with malformation 
in the child born subsequently? If so, what were 
the approximate date of conception and the actual 
date of birth? 

(Signed) Edward Lawrence, F.R.A.I. 

(Note; Answers to this letter will be forwarded 
at once to the inquirer.) 

BELGIUM 

(From Our Regular Correspondent) 

May 10, 1940 

Treatment of Pseudoarthrosis 

Dr. Verbrugge presented before the Societe 
Beige de Chirurgie a paper on the treatment of 
fractures in which, after the normal period for 
consolidation or several months have elapsed, 
no trace of callus at the site of the fracture is 
found upon operative examination, or in which 
there is clinically a total absence of consolidation, 
despite the seeming presence of consolidation as 
shown by roentgenologic examination, or a gen¬ 
uine “pseudoarthrosis.” or. finally, a considerable 
loss of osseous substance. 

The author is of the opinion that: 

1. All cases of pseudarthrosis are curable; 
their treatment requires patience, good technic 
and perseverance. 

2 'J'he principles of treatment are the >anie 
as osteosynthesis for fresh fractures, likewise 
for grafts. 

3. Cases of pseudarthrosis are always, so to 
speak, a result of faulty orthopedic or surgical 
treatment. They are not due to a mysterious 


factor, but rather to the fact that the osseous 
extremities are not mathematically in juxtapo¬ 
sition. 

4. The osseous graft is doubtlessly a valuable 
aid in rnaio’ cases of pseudarthrosis in which 
the bones are demineralized, but metallic 
osteosynthesis is the method of choice. 

A very interesting discussion points out the 
importance of immobilization which alone can 
assure recovery, whether an autograft or os 
purum is used m the operative intervention. 

Treatment of Essential Coxa Vara 
of Adolscents 

Dr. Van Nes presented to the Societe Beige 
d’Orthopedie an interesting communication on 
coxa vara of adolescents. 

Under this name, or under the term of epi- 
physeolysis of the hip, is included an affection 
which manifests itself between the ages of 12 and 
16 j'cars, occurs in both girls and boys and is 
characterized by a displacement of the superior 
femoral epiphysis downward and backward in re¬ 
lation to the neck of the femur. 

The author stated that the results of treatment 
of epiph 3 ''seolysis of the hip are better in propor¬ 
tion to the earliness with which treatment is be¬ 
gun; the attention of the medical practitioner 
should therefore be drawn to this affection. 
Forced redressement, formerly applied and still 
recommended at times by certain authors, is to be 
rejected in cases of progressive epiphyseolysis 
because of the damage produced at the articula¬ 
tion of the hip. Forced redressement is indicated 
only in cases of acute epiphyseolysis which are 
equivalent to fracture of the neck of the femur. 
In the former cases, redressement must not be 
followed bj' immobilization in a plaster cast, but 
by' osteosynthesis with a Smith-Petersen nail. In 
early cases of epiphyseolysis, treatment with the 
Smith-Petersen nail prevents a new displacement 
of the epiphysis and permits patients to resume 
their occupations after a short time. In advanced 
cases good results are obtained by palliative oper¬ 
ations (sub- or pertrochanteric osteotomies). 
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DR. DARIO FERNANDEZ FIERRO, 
F.A.C.S , F I C S , F I C A 

Born m Pucbli City December 17, 1883 (jra<l 
u.itcd m medicine from the I unity of Mcdi 
cine of the University of Mcmco 1910 

SpeciaUzatwn Cour^L<: G\nccnlojfy and a!) 
dominal surgery (Poz7i Jayle and Paure), sur 
gual therapeutics (Hartmann and Ockenzy) 
otorhinolaryngology (Castex), surgery of the 
ner\ous system (Sicard and Babinski) m the 
Faculty of Medicine of the University of Pans 
1910-1911, surgery of the neck, in the Kochcr 
thmc, Berne, 1911-1912 

Professional Acti'iitus Military Health De 
partment Ci\il surgeon of the Military Hospital 
of Mexico, 1913-1915 Public Assistance Sur 
geon of the General Hospital, from 1914 to the 
present Unucrsity of Mexico, Faculty of Mcdi 
cine prosector of desenptue anatomy 1913 
1916, professor of descriptive anatomy, 1917- 
1925, professor of therapcutie surgery 1926 to 
the present 

Congresses and Coiiiinissions Representative 
and delegate from the Public \ssistance (Gen 
eral Hospital) to the Second National Assembly 
of Surgeons (official chairman), Mexico, 1936 
Delegate of the Mexican Government to the 
Seventh Panainericm Medical Congress. Ha 
vaiia, 1938 

Hoiwraiy Offices Specialty Regent m Gen¬ 
eral Surgery MeMcau Chapter of tlie Inlerna- 
tioiial College of Surgeons, National h.\ecuti\c 
Council, Mcmco, 1939 

National Societies Mcaican Medical Associa 
tioil. Society of Physicians of the Geiierat Hos¬ 
pital, Medical Society of the General Hospital, 
actn e, Academy of Surgery, Academy of Medi- 
Cine 


F nciijn -5< i b riiitijiitl Society of 

Xur^trv In I t ii i l ot Aiicstheti'its, 

tell w \inci 1 C I „ nt surgeons, fcllou , 
Intrrnalninl r«il g f Sur^ions, fellow 

1 I till workc including original 
iLchmcv pnl I sl d m \ imuis Mexican and for¬ 
eign review b Sides rtiorts ol national and in¬ 
tern etion 1 e m,,icsscs irticles and discourses in 
<lifterent foreign ind Mexican periodicals 
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THE NEXT INTERNATIONAL ASSEMBLY OF THE INTERNATIONAL 
COLLEGE OF SURGEONS WILL BE HELD IN MEX CITY 


MEXICO, AUGUST 10-H, 1 



BOOK REVIEWS, CONTINUED 


(Contiiuu'd from Page 2S0) 

B.N.A. (Enjilish translation) terminology. This 
does much to aid the confused student. The book- 
should be of distinct value, not only to the stu¬ 
dent, but to the surgeon and general practitioner. 

P. 


The New International Clinics. Edited by 
George Morris Piersol, M.D., Professor of 
iMedicine, Graduate School of i\Iedicine, Uni¬ 
versity of Pennsylvania, Philadelphia. Vol¬ 
umes II, III and IV, New Series T_wo. Price 
$3 per volume for current year; $5 for back- 
years. Philadelphia: J. B. Lippincott Com¬ 
pany, 1939. 

E ach of these volumes consists of original 
articles by well known leaders in the re¬ 
spective fields and is thus a compendium of 
clinics and evaluated reviews of current advances 
in the medical arts, with case histones, diagnos¬ 
tic workups and treatment. Worthy of note are 
the articles on the use of suprarenal concentrate 
bv mouth in the treatment of bronchial asthma, 
urticaria, herpes zoster and dermatitis venenata; 
vaccinotherapy in chronic and focal infections, 
the neurologic and psychiatric aspects of vita¬ 
mins- the treatment of diabetes during the course 
of infections and surgical complications; the 
treatment of neutropenia by splenectomy, the 
ease S obtaining placental blood for transtu- 
sions- allergic reactions to liver e.xtnact injec- 
dons and their relief with adrenalin injections; 
intractable pulmonary hemorrhage, massive 
hemorrhage from peptic ulcer; and angina pec¬ 
toris The volumes have the advantage of being 
based on the authors’ experience as well^as on 
the current literature. 

A Mirror for Surgeons. By Sir D’Arcy Power, 
K B.E., F.R.C.S. Consulting Surgeon to St. 
Bartholomew’s Hospital, London Price, 
Pp"230. Boston: Little, Brown & Company, 

1939. 

F or more than half a century Sir U.^cy 
Puller has maintained the high standard of 

Selling and pr.actice of surgery ‘n the old- 
U.u-nin^ V realized the 

cst British sp . • , j Qf the history of 
value ot a t^^ojough knosiled.e^ 

surgery as ^ - Sur„-ery in England” from 

.uorials ot the Cr.att ot P_ So,,th. As 

materials compi ed a 'j rofession he has 

dean ot ^^^^^raphies of surgeons to the 

contributed ^ Biography." 

-Dictionarj - , gjj. D’.Arcy made ex- 

For the of tweiity-two surgeons, 

cerpts iroin t /tsO/'IdSO) William 

from John Arderiie (IM/ to-uj 


•Macewen (1S4S-1924), during which time sur¬ 
gery advanced from an art to an exact science. 

lohti Arderne’s treatment for stone impaction 
in the urethra was as follows: “A stone impacted 
in the urethra causeth the patient to suffer right 
great pain and intolerable sorrow. It may be 
pushed back into the bladder by an instrument 
of silver or latten such as may be made in very 
good town bj’ craftsman that maketh pins for 
women’s heads or at the goldsmith’s. Many a 
one have T so holpen. I have seen young men 
and old in the which the stones have been so 
great that they could neither come out by the eye 
of the yard nor be pushed back but always abideth 
in the middle of the yard. And I cured them eas¬ 
ily and quickly in this manner. First, I took the 
patient and laid him grovelling and then I bound 
the yard on both sides of the stone with linen 
bands, so that the stone might nowhere flee away, 
and with a little incision upon the stone with a 
lancet or with a razor I had out the stone and 
after that I sewed the outer skin over the hole 
with a needle and thread and then I laid on a 
dressing of white of egg mixed with finely ground 
wheaten flour and left it for three days, and 
within fifteen days I had him perfectly cored." 

In Chapter LI is found the important contribu¬ 
tion of Thomas Gale (1507-15S7) in developing 
three types of slender needles. Gale is best known 
for his “Textbook on Surgery" (1563-1566). 

Space does not permit a discussion of the con¬ 
tributions of the following: Ambrose Pare (1510- 
1590): John Halle (1529-1568), “a hater of 
quacks’’; William Clowes (1544-1603); Peter 
Lowe (1550-1610), the founder of Glasgow Uni- 
versitj-; John Woodall (1570-1643) who, as sur¬ 
geon general of the East India Company, was 
the link by which the great tradition of Eliza¬ 
bethan surgery was transmitted to the surgeons 
of the Commonwealth and the Restoration; and 
Richard Wiseman (1622-1676), who “occupied a 
definite position in English surgery. He wrote 
for cultivated Surgeons and was among the first 
to illustrate his remarks with accounts of cases 
which had been under his care.” 

Others worthy of mention are William Chesel- 
deii (16SS-1752), a versatile surgeon, who first 
adopted suprapubic lithotomy; Percival Pott 
( 1714-1789), a master teacher of surgery; John 
Hunter (1728-1793), the experimental surgeon; 
.Vbraham Calles (1773-1843); Sir Charles Bell 
(1774-1842), surgeon and artist; John Collins 
Warren (1778-1856) ; Sir Benjamin Collins Bro- 
die (1783-1862), who was a great gentleman at 
a time when few surgeons were gentlemen; Sir 
James Paget (1819-1899), who first taught the 
profession that pathology is the science of sur¬ 
gery; Joseph, Lord Lister (1827-1912) ; Sir Jona- 
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NEBRASKA GUILD ORGANIZED 


Dr Edwin C Henry, ot Omaha was elected 
president of the Nebraska Study Guild of the In 
ternatioiial College of Surgeons at the organiza 
tion meeting held Maj 13 in the Unnersity club 
at Lincoln, Neb Dr R C OIney, of Lincoln 
was elected iccretar) 

Plans were made for the first scientific meeting 
scheduled for the last neek in Maj in Omaha 
with clinics at the Douglas County hospital in the 


forenoon and Itmcheon it the Onuha Athletic 
club followed b> round tabic discussion At 
Creighton Uni\ersit> Medical school lectures are 
contemplated on Later Concepts of Anatoin> 
and Physiolog) by representatDes of the facul 
tics of the Umversit) oi Nebraska and Creighton 
Uni\ersU> Schools of Medicine Dr Henry Nvho 
IS a member of the surgical faculty of Creighton 
Uiiiversit> was appointed chairman of the pro 
gram committee 


NEW MEXICO GUILD 


The Ne\\ Mcmco Studj Guild held its see 
ond meeting May 27 at the St Joseph s hospital 
Albuquerque N M Dr W R Lovelace con 
ducted a surgical clmic in the morning This was 


followed by a round tabic conference on the 
points presented it the clinic The Guild meeting 
was licid just preceding the meeting of the New 
Mexico State Medical Association 


NEW ENGLAND STATES GUILD 


Lixely discussion characterized the four hour 
scientific meeting of the New England States 
Guild of the International College of Surgeons, 
held March 27 nt the Hospital of St Raphael 
New Haven Conn A wet’ clinic was held in 
the morning followed by luncheon at the Union 
club At the afternoon meeting, Dr Joseph Linde, 
p-csident of the Connecticut State Medical Society 


and health ofticcr of New Haven, give the address 
of welcome Papers were presented bj Drs 
James Gettings, Dennis O’Connor, A J 
Mendillo, William German and Robert Nes- 
bit, oi New Haven, Dr Edward Kirschbaum, 
of Waterbur^, Conn , and Dr Andrew Mc- 
Queeny, of Bridgeport Conn 
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JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


can be warmly recommended to the progressive 
man in medicine. 

A. T. 


The Art of Anesthesia. By Paluel J. Flagg, 
jM.D. Si.xth edition. Price, ?6. Pp. 491, with 
161 illustrations. Philadelphia; J, B. Lippin- 
cott Company, 1939. 

A S the title indicates, this volume deals with 
the art of anesthesia, principally inhala¬ 
tion anesthesia. Nitrous oxide, ethylene 
and ether are well covered. In the chapter, “Selec¬ 
tion of Anesthetic,’’ nitrous oxide and oxygen, or 
ethylene and oxygen, or nitrous oxide, oxygen 
and ether, or ether alone are the only anesthetics 
considered The importance of resuscitation and 
prevention of asphyxial death are strongly empha¬ 
sized as is also the intratracheal technic. The 
author presents his own technics well and for 
those who use those technics, the book will be 
appreciated. 

Chas. j. Betlach 


The Medical Career. By Harvey Cushing. M.D. 
Price, $2.50. Pp. 303. Boston: Little, Brown 
& Company, 1940. 


T his collection of essays and biographical 
appreciation was selected and edited for 
publication prior to the author’s death on 
October 7, 1939. To appreciate the work to its 
fullest extent it is necessary to consider Profes¬ 
sor Cushing’s early education. He was trained in 
general surgery by Dr. Halsted from IS96 to 
1912, during which time he was in constant touch 
with’Welch, Howell and Hurd. He studied under 
Theodore Kocher and Hugo Kronecker (Bern) 
and Charles S. Sherrington (Liverpool) in 1900 
and 1901. 

His first scientific papers were rewarded by his 
election to membership in the .American .Associa¬ 
tion of Pathologj’ and Bacteriology, ^1900; Amer¬ 
ican Neurological .Association, 190 j; .American 
PhvsioloricarSocietv, 1905; charter membership 
in ‘the American Society of Clinical Surgery. 
1903- and fellowship in the .American Surgical 


jciation, 1906. 

Ithou^h he created a school of neurological 
:ery, his study of each case was that of a 
'ral surgeon. 

, the "Aledical Career” address given at Dart- 
th College on November 20, 1928. he said in 
• “The rde.als and standards of the profession 
in- been the same these past two thousand 
•s or more the diiheukies ot living up to them 
it may be assumed, no greater now th.in tlie> 
■ have been. Medicine, m short, becomes 


constantly more exact and scientific in its pro¬ 
cedures. It is prompt to adopt for its own use 
new knowledge of most varied kinds that comes 
from the chemist, the physicist, and the biologist, 
whose primary motive is the extension of knowl¬ 
edge, and who have little if any interest in the 
application of their discoveries by the medical 
profession. Rontgen could hardly have dreamed 
that his discovery would revolutionize our meth¬ 
ods of diagnosis, the Curies that radium would 
Be an effective agent in combating certain kinds 
of maligpiant tumors, or Faraday that his alter¬ 
nating current would some day be utilized in 
place of the scalpel to make dissection a rela¬ 
tively bloodless procedure. .Anatomy today has 
become a science which delves into the finest 
microscopic structures of the tissues and their 
development from the ovum through the embryo. 
So, too, the scientific study of function as some¬ 
thing apart from structure engages the atten¬ 
tion of physiologists in many diverging lines of 
work that call for chemical and mathematical 
and biophysical knowledge. Biochemistry of the 
living tissue and secretions of the body in health 
and disease engage other groups of medical scien¬ 
tists." 

It is a legend that the most critical audiences 
a scientist can address are the American Philo¬ 
sophical Society, the History of Science Society 
and the American Interprofessional Institute. 

"The Humanizing of Science’’ was presented 
as the presidential address before the History 
of Science Society, Washington, December 28, 
1934, an excerpt from which folloiVs; 

“The chief difference between modern science 
and the natural philosophy of the ancients is 
said to lie in our greater inclination to put things 
to the test of e.xperiment and, while medicine 
is constantly broadening its scientific background, 
in a certain sense every drug a doctor admin¬ 
isters and every operation a surgeon performs 
is e.xpcrimental in that the result can never be 
mathematically calculated, the doctor’s judgment 
and the patient’s response to these prescriptions 
being variables indeterminable by any law of 
averages. 

“The humanizing of Science may mean one of 
two things: (1) a revival of interest in the early 
classics that deal with natural philosophy, and (2) 
such .an enlargement of the scientific outlook as 
to include in its scope matters which have to do 
uith human welfare as something apart from cul¬ 
ture and which are in the long run perhaps more 
important." 

■■ 1 he Binding Intluenee of a Library on a Sub- 
duiding Profession. .Address at the Dedication 
■ if the Welch .Medical Library of the Johns Hop¬ 
kins University” was given October 17, 1929, 
from which we read: 
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Although \\hen >oung he enjoyed the theatre, 
Joseph Jefferson being one of his favorite actors, 
in later years he obtained greater pleasure from 
concerts and operas 

Garrison entered the Johns Hopkins Univer 
sity in 1889 and received his degree of bachelor 
of arts in 1890 Three years later he received 
the degree of doctor of medicine from George 
town University School of Medicine In 1891 
he began his service at the Library of the 
Surgeon Generals Office under Dr J S Bill 
mgs where he became assistant and later prin 
cipal assistant librarian Garrison participated 
m the monumental work of the Index Cata 
logue and Index Medicus issued by the Army 
Medical Library From 1913 to 1926 he became 
editor of the Index Medicus From 1927 to 
1929 he was associate editor of the Quarterly 
Cumulative Index Medicus edited by the Amer 
lean Medical Association 

In 1913 he published his monumental book 
History of Medicine which passed through 
four editions His classical biography John 
Shaw Billings was published in 1915 From 
1906 to 193a he published books monographs 
and original articles dealing mainly with medical 
histor> and biograph> He was mathematician 
and physicist and wrote several scientific articles 
on these subjects He was a frequent contributor 
not onlj to medical journals but to other penodi 
cals such as American Mercury Setcnce Tunes 
and Monthly Science 

Garrison was a teacher of teachers an inspircr 
a leader in his field and the guide of man> 
authors young and old He served as a store 
house for references for authors teachers Icc 
turers and editors His advice was sought by 
such men as Osier Welch and Cushing He 
corrected and made important improvements in 
numerous books on the history of medicine 
published b) well known authors Man) ler 
turers and authors acknowledged their indebted 
ness to him Significant is the statement of Sir 
Humphr) Rolleston who wrote An extremel) 
sensitive soul he (Garrison) lived and laboured 
in a backwater while honours and promotions 
drifted b) in other directions 

Garrison was a nervous sensitive individual 
as a result of certain unfavorable circumstances 
I ibrar) work and the compiling of bibliographies 
carried on for a number of years exhausted him 
and interfered to a great extent with his literarj 
and historical work In a letter to Dr Charles 
Singer he wrote that he had worked under 
difficulties and that if he had lived in another 


environment and had had adequate leisure he 
could have done more and better work 

Dr Garrison was appointed a Lieutenant in 
the Medical Reserve Corps In 1917 he was 
commissioned Major and in 1918 Lieutenant 
Colonel From 1920 to 1930 he served m the 
Medical Corps of the regular army While in 
service m the Phillipine Islands he was greatly 
affected physically and mentally, b) the climate 
and suffered there a breakdown which made him 
nervous and eccentric 

After retiring from the Army with the rank 
of Colonel he moved to Baltimore where he 
became librarian of the Welch Medical Library 
at the Johns Hopkins University He declined 
Welch s proposal to become professor of medical 
histof) at the Institute of Medical History but 
he agreed to become resident lecturer Both 
positions he held until hts death 
In 1917 the president of Georgetown Univer 
sit) bestowed upon Garrison the degree of master 
of letters stating He who superadds to the 
exposition of the utility and achievements of the 
graces of literature richly merits to be signally 
recognized by his alma mater and to be decorated 
with the highest honors in her gift 
In 1932 Yale University conferred upon him 
the honorary degree of doctor of letters 
On April 26 1910 Garrison married Miss Clara 
Augusta Brown of New York The Garrisons 
had three doughters Mrs Shirle) Heare Miss 
Margaret and Miss Patricia Mrs Garrison died 
m 1939 

Dr Garrison died April 18 1933 at the age of 
64 at the Johns Hopkins Hospital He was 
buried in •Arlington ’National Cemetery where 
his collaborators Dr J S Billings and R 
rielchcr prcviouslv had been buried 
Garrison was a many sided man contradictor) 
traits made it difficult to get a clear picture of his 
personalit) The best key to the understanding 
of his characteristics are his letters for he was 
a brilliant correspondent Ills letters deal mninl) 
with problems of science and art general Iitcra 
turc philosophy criticism and medicine w ith 
special reference to medical history the) arc 
replete with references aphorisms quotation^ 
from great American and European authors and 
vords and sentences in Trench German an! 
Latin The letters have a biographical interest 
for the) present a picture of the man—his m 
clinations aspirations interest m music an 1 lit 
erature and his attitude toward life 
(Continued in August issue ) 
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I { 

Stellectomv and An^jUd fettorib 

Doctcur Jean 0' \ ‘ i !•» I •’1 

stellcctomy m aiiL, i fi i r r i i ^ t 
Medico-Chirurgiril t i r ! 

He first rc\ le\^ >.1 t I i h« 

disease, in all of u tn )i i ])t h 1 1 1 rgmt 

unilateral or biiiiui' sUli > i b snmil 
tancous resectu)!) »t \\o >r thonciL 

ganglions Thi casts were ilt-.i ti 1 U films 
orthodiagrims and tltur k trH)^i in t the pa 
tients, taken bet irt iiid atU' [ rttnn \fter 
reviewing the dittertnt tin ones ul\ iiiied it the 
present Unit hj pinsioloj,itts an 1 surgeons car¬ 
diologists and internists Dr (io\ irris staled that 
he believed that rdi into t<iiild bt pitted on the 
theory winch holds that tlie benefits of stellectomy, 
especially when it is 'iccompanitd bj more or less 
extensive resection of certain mtrathoracic 
ganglions are due to the laci that by this opera 
tion the sensory branch, the afferent branch of 
the reflex, is cut off, which causes the coronar> 
angiospasm the originator of cardiac ischemia 
and subbequentl> of pain at the level of the heart 
Dr Govatrts was of the opinion that the opera 
tion IS to be recommended in all cases in which 
the affection does not yield to the usual medical 
treatment 


Influence of Spinal Anesthesia on the 
Circulation of the Blood 

Professor Hustin explained before the Societe 
Beige de Chirurgie the results of his investiga¬ 
tions on the effects of spinal anesthesia on the 
circulation of the blood Some points are of 
practical value Disturbances occurring within 
the twenty-minute period following injection of 
the anesthetic fluid are often accompanied by the 
same clinical symptoms and the same circulatory 
disorders which occur constantly, but to a less 
marked degree, as a result of decreased pressure 
of the cerebrospinal fluid during spinal anesthesia 
Thus the disturbance or “storm” would be the 
consequence of an abnormal extension of the 
percaine towards the medulla 

Before and during the injection of the an¬ 
esthetic fluid, there may ensue syncope compar¬ 
able to that described bj Lewis under the name of 


I ovagal It IS also very similar to the depressor 
fltx occasioned by pressure on the carotid 

iinii, 

I he position of the patient on the operating 
labii sometimes has a marked effect on the circu- 
I ihon of the blood The ventral position, espe 
lally if i cushion is interposed between the ah 
domcn and the table causes an acceleration of 
the pulse and a decided fall in blood pressure 
These vascular reactions cease immediatelj upon 
placing the patient on his back 


Prolapse of Sigmoid Colostomies 

Subsequent to a communication of Dr Jonk 
hcere, the Societe Beige de Chirurgie discussed 
in detail the question of anatomy and of treatment 
of prolapse of the iliac sigmoid following the 
establishment of an artificial anus There are two 
types of evagination The first consists in evagi 
nation of the lower end, which is occasioned by 
active antipcristalsis The Icngtli of the loop ot 
the intestine is the determining etiologic factor 
The second type consists of an cv agination of the 
upper segment Whatever the mechanism by 
which this complication occurs, strangulation of 
the bowel may eventuate and necessitate an 
emergency operation This operation consists of 
first sectioning the external cylinder of the bowel 
at Us base One thus gains entrance to the pen 
toneal cavity which occupies the space between 
the external cylinder and the loop occupying its 
interior The mesosigmoid is located Proper 
hemostasis must be assured Seizing the internal 
c>lmdcr of bowel, one draws outward the entire 
mobilizablc portion of the intra-abdomiinl colon 
A ligature is placed on the colic end, below the 
section, winch will cause the respective piece of 
the intestine to become detached Finally, this 
lcinporaril> obliterated slump is fixed to the ab 
doniiinl wall by several interrupted sutures But 
one must constantly bear in mind thu possibiIit> 
of this accident and an endeavor sliould be made 
to avoid It This is best done b> meticulous atten 
tion to technical details in the performance of the 
piiniary operation A bridge of skin in the form 
of an inverted “U,” witli the serifs of the ‘U’ 
extended latcrall>, used as a support for the ex¬ 
teriorized loop of bowel emplojed in the opera 
tion IS an admirable aid in this connection 



Tiv o Books EVERY 
Siu’geon Should O^m! 


ERRORS AND 
SAFEGUARDS 

by Max Thorek, M. D. 

Tills is a diijcrent hook, unique in the 
fact tlijt it tells the rur^con what not 
to do. It is designed to liclp you meet 
the unexpected situation, conceived 
and projecteil from the vast experi¬ 
ences of the author and his associates. 
It discu.-scs how to avoid complica¬ 
tions and technical errors, and how to 
act when face to face with some of the 
ahnormal circumstances ivhich con¬ 
stantly present themselves during a 
surgical operation. Rich in iUustra- 
lious and case histories, this ivork dis¬ 
cusses not only errors and safeguards 
in connection \v'itli surgical opera- 
tioiis in general, and pre- and post¬ 
operative care of the patient, hut fail¬ 
ures in surgery, the ‘'had risk” pa¬ 
tient, failures due to defective instru¬ 
ments and foreign bodies left within 
the body, as well as numerous other 
causes of surgical errors or failures. 

696 Pages 
668 Illustrations 
510.00 


MODERN 

SURGICAL 

TECHNIC 

by Max Thorek. M. D. 

Detailed, step-by-step descriptions of 
every standard, accepted operation 
make this work of inestimable worth 
as a reference to everyone interested 
in surgery.,. the man who does occa¬ 
sional operations, the general surgeon 
and the man who limits his practice 
to a particular field. 2174 iUustra- 
tions, outstanding for their perfec¬ 
tion, graphically portray operative 
technics and enable the reader to fol¬ 
low each procedure closely'. The three 
volumes are the physical result of 35 
years of daily' surgical practice and 
intense observation. The Illinois Med¬ 
ical Journal says of “Modem Surgical 
Tcclmic,” “The volumes should prove 
indispensable to those who have the 
responsibility' of surgery' in their re¬ 
spective communities.” 

2045 Pages 
2174 Illustialions 
533.00 

SPECL4L TERMS: $3.00 dow.v 
$3.00 PEH .MONTH 


J. B. LIPPINCOTT COMPANY 

Philadelphia • London • Montreal 
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than Hutchinson (1828 1^13) 8jr William Mac 
ewen (1848-1924), a pumecr in <;itrijer\ Willnm 
Stewart Halsted (1852 1922) Kenr> Jacob 
Bigelow (1818 1890) md T'urn«i Marion 
(I8I3-I883) 

This IS not only a must book for surgeons but 
a "source” book for all students interested in the 
history of mankind W f Cvrson 

Illustrations of Regional Anatomy B> F B 
Jamieson, M D In se\cn sections Second 
edition Price, $15 for complete set $1 50 
to $3 50 for individual sections Pp 305 
Sections I to V, mclusue Edinburgh C 
&. S Livingstone, 1937 Sections VI and 
VII Baltimore Williams & Wilkins Co, 
1939 

I T IS impossible to criticize these perfect draw¬ 
ings of Jamieson It is a pity however, that 
a text docs not accompany them Another 
man's description maj not wholly agree with the 
drawings as presented For example, Jamieson 
evidently disagrees with the statement that the 
pretracheal layer of fascia is an offshoot of the 
cnshcathing layer Plate 49 under "Head and 
Neck” shows no communication between the two 
We should like to know his n ersion m words as 
well as pictures Hence if lectures accompanied 
these drawings, an anatomic Utopia would be 
to have them bound together Many of these 
loose-leaf plates are in se\eral colors Their 
small S 17 C (6-1/2 x 8-1/4 inches) enhances their 
value for use in the laboratory and lecture room 

P 

Principles of Human Anatomy, with Synop¬ 
ses and Bibliography. By Charles F De- 
Gans, SI D , A M, Ph D, Professor of Ana¬ 
tomy, Unn ersity of Oklahoma School of 
Medicine, Oklahoma City, Ernst Lachmann, 
M D , Assistant Professor of Anatomy, Uni- 
\ersity of Oklahoma School of Medicine, and 
Ralph E Case, B S , A M , Instructor m Ana¬ 
tomy, University of Oklahoma School of 
Medicine Price, $2 50 Pp 239 Philadelphia 
Lea & Febigcr, 1939 

T he book IS de\oted to various plans of pre¬ 
senting gross anatomy as a course of in¬ 
struction Plan I IS one m which four stu¬ 
dents are assigned to a cadaier during one semes¬ 
ter's work According to Plan II, two cadavers 
are assigned to four students during two semes¬ 
ters’ work Plan III provides that one cadaver be 
assigned to four students during two semesters 
T hese plans are discussed pro and con 

The title. Principles of Human Anatomy, is 
somewhat misleading 1 his re\ lewcr believes that 
the book is more of a guide to dissection rather 
than a discussion of anatomic 'principles” Texts 


whith ask questions and fail to answer them in 
the following sentence work hardships on the 
rcailer This reviewer believes that if authors 
wish to stress a clinical point, the> might well 
make a simple statement On page 37 the hypo¬ 
thetical case of an incarcerated direct inguinal 
hernia is discussed One wonders why such a 
rare entity is chosen rather than the citation of 
a classical example, such as that of incarcerated 
indirect inguinal hernia On page 48 the student 
IS referred to various text figures for the dispo 
siiion of the lajers of the cenical fascia Differ 
ent texts differ on tins point 
References to various articles in the journals 
are to be highly commended, especially since these 
references arc further incorporated m the para¬ 
graphs of the subjects discussed The general 
text shows careful planning of dissections and is 
well done The bibliography is clev crlj arranged 
under the heading of the various svstems as well 
as general references, nomenclature, history, an 
atomy and x-ray anatomj P 


Surgical Applied Anatomy. By Sir Frederick 
Treves, Bor/ Revised by Lambert Rogers, 
MSc, FRCS, FACS Tenth edition 
Price, $4 so Pp 748, with 192 illustrations, 
66 m color Philadelphia Lea & Febiger, 
1939 

T his is the tenth edition of a work which 
originally was published m 1883 and was 
revised from the ninth edition which was 
prepared b> the late Professor C C Choyce Ex¬ 
tensive revisions have kept the book abreast of 
the times Included, for instance, arc bronchos 
copy and the use of Iipiodol in visualizing the 
tracheobronchial tree 

Certain omissions, however, are to be noted 
On page 210 Figure 59 shows the arrangement 
of the cervical fascia It is well depicted but it 
might meet with disagreement in that it shows 
the prethvroid muscles as having no fascia of 
tlieir own In the diagram they lie between the 
ensheathmg and pretracheal lajers Figure 63, 
page 227, depicts the thyroid gland as having no 
fascial pedicle This reviewer beheves this struc 
turc to be surgically important On page 270 the 
dcUo pectoral groove is discussed and only four 
lines arc devoted to it Since this is one of the 
most important surgical landmarks, and since an 
attempt should alwajs be made to isolate and 
preserve tin. cephalic vein, more stress might 
well hive been placed upon this structure 

On jwgc 290, line 11, the phrase ‘ bchnul the 
el iviclc” is used This evidcntl> is ai or, 
since only divisions of the bracln tl 
behind the clavicle No doubt ' bcl' 
tor lbs minor ’ w as meant The n 







HAVE SO MANY THOUSANDS 
OF SURGEONS PURCHASED 


MODERN SURGICAL 
TECHNIC? 

U*' It contains detailed, step-by- 
step descriptions of ail standard accepted 



operations and because 2174 illustrations 
graphically portray operative technics 
and enable the reader to follow each pro¬ 
cedure closely. 


from these maga- 
. , the great wealth 
of beautiful illustrations, most of which 
are by Mr. W. C. Shepard .”—British 
Journal of Surgery. 

“Dr. Thorek has been more than a com¬ 
piler. He has taken almost every accepted 
operation in modern surgery, has broken 
it dosvn into steps, has described each 
step in turn wth EXTRAORDINARY 
CLARITY AND PRECISION ... the 
work is a model of condensation." — 
Southern Surgeon. 

“to busy practitioners and general 
surgeons these volumes should be of great 
service .”—Journal of the A. M. A. 

Why nof order your sal today? 
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